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SECTION II: NEEDS ASSESSMENT, NEW MEXICO
II.B Five Year Needs Assessment

Five Year Process: Every five years this is a planned event with training workshops, design
sessions and a work plan. It is a point of taking stock on a grand scale. Data and information are
amassed. While the national and state indictors used are well known to all — the information is
possibly unique to the state. Information came from Bill Analysis done in past five years on
such topics as obesity and children, high risk prenatal care, or state needs for recruiting and
retaining health professionals. The MCH program managers and staff, including WIC, Families
FIRST and Family Planning, all participate in national, regional, state and local task forces and
advisory committees. These are the source of ongoing discussion of needs and capacity issues,
and serve to inform not only the needs assessment process but also the state planning process for
Title V MCH. The NM Title V Program resides in a Department of Health that has its own
strategic planning process that is data driven — but must incorporate the needs of all New
Mexicans of all ages, across all Divisions of the Department.

Ongoing Process: The Title V MCH Program has ongoing input from several surveillance
programs (PRAMS, YRRS, BRFSS and the national surveys CSHCN and NSCH), as well as a
few evaluation studies (that emerge from asking the question — where are we on this indicator?);
participation in several working groups that seek to improve access to care for the MCH
population.

Cycle from analysis to examining capacity, to priorities: This is an ongoing process in NM; data
come in at different times and are pressed into action by Title V MCH leadership and others. In
the 5-year assessment process this year, data was available at the beginning and at the end — it
was used to explore needs and capacity issues; and the final data products were confirmatory to
the process. The Title V MCH program identified ten priority areas early in the process; these
priorities were the product of working across the state with many groups and resulted in state
negotiated performance measures.

Set annual targets: Targets were set using two processes: 1) knowledge of the extent of the need
and a reasonable estimate of resources that could be brought to bear; and 2) trend analysis for
selected measures such as teen births. Locally, activities were identified that addressed the

priorities and allocation of resources for children’s programming was identified across all state



agencies as well as within Title V. Resources were reviewed and new resources needed were

also identified for special initiatives that addressed the priorities.

I1.B.1 Process for Conducting the Needs Assessment

I1.B.1.1 Description of State’s Needs Assessment Methodology

The Needs Assessment Team: The team that assessed needs and resources for MCH was
comprised of the Family Health Bureau Chief, the Medical Director, Program Managers for
MCH Epidemiology, Family Planning, the Maternal, Child, Adolescent and Family Health
(MCAF) Section, Children’s Medical Services (CMS), Abstinence and program staff, including
epidemiologists, the Maternal Health Program manager and the Child Health Program manager
(see list of the working teams in the appendix). This report uses the term “Team” to refer to
these people. Two consultants were hired to support the needs assessment process.

Assessment Planning and Time Frame: The formal outreach assessment work began in a
workshop October 12-13, 2004 and continued through June 30, 2005. Susan Nalder and Jane
Peacock lead this effort, using many materials provided in the Title V MCH training workshop
for assessment held in St. Louis, as well as the MCHB Guidance. Every member of the team
received a copy of the Guidance. The workshop was used to orient all staff to the Block Grant
requirements of the assessment, to provide training and working tools, and to conduct exercises.
The latter were adapted from the Title V MCH Assessment Training materials; a Q-Sort process
was done. Staff of the FHB tends to not engage exercises such as the Q-sort in preference for
discussions of real issues. Most staff were familiar with parts of the Block Grant process; there
were a few new staff.

Development of the Methodology: This process began with a review of the population groups
(mothers, infants, children and CYSHCN) and the pyramid; the Title V MCH conceptual
framework that depicts the relationship across these dimensions and the indicators; data for all
measures and indicators, and a discussion about issues. The team endorsed a focused process
rather than a wide-ranging assessment of all dimensions of health and well being of this
population. Resources are more and more limited and there is a need to define limits around

what the NM Block Grant programs and partners actually work on or need to work on.



Key Products for the Needs Assessment as well as the Grant Application and Report:

1. REVIEW OF ALL NATIONAL AND STATE PERFORMANCE MEASURES, HEALTH SYSTEMS CAPACITY
MEASURES, HEALTH STATUS INDICATORS, AND HEALTH OUTCOME MEASURES BY CRITICAL REVIEW
CRITERIA AND RELATED TOOLS FOR PREPARING THE 2005 SUBMISSION

The MCH Epidemiologist developed the following tools:

A summary document for each set of Title V indicators, showing up to 10 years of data,
with information about the numerator, the denominator and the data source(s) in MS
Excel format. This tool will continue in future years, making data collection tasks easier.
A work plan based on Title V Guidance for every section of the assessment, application
and report (actual text was pasted from the Title V MCH Block Grant Guidance pdf
document) in table format, showing maximum characters for writing. The worksheet was
in table format so writing assignments could be recorded. Staff found this exceptionally
helpful.

An outline for each section of the assessment, application and report showing total
character count, so staff could easily write and the document would be more easily
compiled from several writers.

A recommended approach to evaluating the state’s performance on every indicator that
was adopted as format for writing the assessment by the team:

o Status, trends, gaps & disparities

o Risk factors or positive influence factors (strengths, capacity) that contribute to
performance on the indicator

o Healthy People 2010 objective;

o State targets;
o Identification of evidence-based policies; evidence-based programs, effective
strategies

o Identification of data-information sources.

Each member of the team took responsibility for doing a work-up on the measures based on the

criteria listed above. Program staff consulted other Bureaus and programs of the Public Health

Division and other divisions of the Department of Health, other state agencies, and other MCH

partner organizations and coalitions as relevant to the measure being reviewed. Several programs

drew on results of focus groups and other assessment processes conducted recently with



providers and clients. Written reports on each measure were given to the MCH Epidemiologist

for review and refinement.

2. IDENTIFICATION OF TEN PRIORITY MCH TOPICS FOR THE ASSESSMENT AND FOR THE FIVE-
YEAR FUNDING CYCLE 2006-2010.

Beginning at the workshop in October 2004 and continuing through March 2005, FHB staff
worked at the first steps in setting priorities for the assessment, and for the coming five-year
grant period. The list comprised input gleaned by FHB staff over the past five years through
their work with DOH, other agencies, communities, advisory groups and other ongoing contacts.

It comprised:

Immigrants and MCH

Access to and Use of Health Care, Health Insurance, and Other Coverage
Transition for Youth with Special Health Care Needs

Preconception and Prenatal Health

Male Involvement and Fatherhood

Obesity

Teen Births (ages 15-17) and Chlamydia

Violence

Unintentional Injury

Positive Youth Development

3. COMPILATION OF A NEW MEXICO MCH DATA BOOK TO BE USED FOR THE ASSESSMENT
EXERCISE IN THE FOUR PUBLIC HEALTH DISTRICTS

The MCH Epidemiologist took the lead in conceptualizing and organizing a “New Mexico
Maternal Child Health Data Book™ It was modeled in part from the MCH Data book from the
Title V MCH Program in Alaska. Data was researched and graphs prepared; a literature review
conducted for new topics (Immigrants and MCH, Male Involvement and Fatherhood). Program
managers, epidemiologists and other staff contributed material, including material taken from the
performance measure reviews described above. The NM MCH Data book, Preliminary Report
2005, will be available in September 2005. It was developed as a preliminary report, using
contracted services to develop the data graphs; and unfortunately several critical errors were

discovered. These books with errata sheets were given to all participants in the district MCH



Needs Assessment workshops as a reference and base for discussion around the priority

topics/indicators.

4. DEVELOPMENT AND IMPLEMENTATION OF A SERIES OF MCH ASSESSMENT CONSULTATION-
WORKSHOPS TO OBTAIN INPUT AND INFORMATION FROM STAFF AND COMMUNITY PARTNERS
ACROSS THE FOUR PUBLIC HEALTH DIVISION DISTRICTS

The core team selected 10 priority topics for review and discussion at the four district MCH
Needs Assessment workshops and developed the facilitated discussion outline for these topics

(listed in previous section).

The Family Health Bureau Chief and MCH Epidemiologist were given the responsibility to
present an overview of the history of the Title V Program, the MCH Block Grant, the MCH
needs assessment process, and review of relevant indicators and data in preparation for
discussion of the ten topics described above. Notebooks were assembled for each participant
with workshop agenda, copies of PowerPoint presentations, worksheets, and the draft MCH Data
Book. The Public Health Division leadership in each of the districts was contacted and the
purpose of the workshop explained. District staff were asked to invite public health staff and
community partners involved in MCH programs and services from throughout the district,
consumers of MCH services, and other local leaders knowledgeable about community needs to
attend the workshop. The workshop agenda was sent to each district. Family Health Bureau
(FHB) staff traveled to each of the four Public Health Districts to conduct a one-day Maternal
and Child Health (MCH) needs assessment workshop. Staff from the FHB included the Bureau
Chief, Medical Director and Program Managers and/or staff for Children’s Medical Services,
Families FIRST, Family Planning, MCH Epidemiology, Maternal Health, Adolescent Health,

and the Abstinence Education Program.

A total of 157 people participated in the four MCH District Needs Assessment Workshops
(duplicate count for those FHB staff and consultants who attended more than one of the
workshops). Attendance is given below by district, indicating the total number attending;
number of NM Department of Health staff representing the district management team, health

promotion, CMS, Families First, and local public health office staff working in CMS, Families



FIRST, the Family Planning Program, and the WIC Program; number of community
representatives including schools and school based health centers, university-based MCH
services, community health councils, Maternal Child Health councils, foundations, local
maternal child health service providers, community health centers, county government, New
Mexico Teen Pregnancy Coalition, Border Health Education Center, Head Start, March of

Dimes; Family Health Bureau staff; and the two consultants.

District 1: 39 (18 district/local NM Department of Health staff; 9 community members; 10
Family Health Bureau staff; 2 consultants)

District 2: 44 (22 district/local NM Department of Health staff; 5 community members; 15
Family Health Bureau staff; 2 consultants)

District 3: 38 (8 district/local NM Department of Health staff; 17 community members; 11
Family Health Bureau staff; 2 consultants

District 4: 36 (16 district/local NM Department of Health staff; 8§ community members; 10
Family Health Bureau staff; 2 consultants)

The FHB Chief gave an overview of the Title V MCH Block Grant. It covered the definition and
history of Title V and the Block Grant, MCH strategic goals, community-based services
supported by Title V, funding and the major MCH programs, the pyramid of services (direct,
enabling, population-based, and capacity-building), and the FHB organizational structure. The
FHB’s MCH Epidemiologist reviewed the needs assessment process and introduced participants
to the new NM Maternal and Child Health Data Book (provisional March 2005). She gave
special attention to information and data on the 10 priority topics. At each District workshop,
participants divided into working groups on each of the ten priority topics. Staff for the FHB
facilitated and recorded the working groups to free-up local participants for contributing to the
discussions. The agenda for the working groups included identifying the three most important
current activities, other current activities, the three most important recommendations, and other
recommendations. As time permitted, participants also identified community strengths and

resources and constraints to addressing needs.



Each workshop also had an open session to allow participants to identify other issues and needs
from their communities or the district that had not been addressed in the 10 working groups.

At the end of each workshop a verbal evaluation of “what was good” and “what could be
improved” was conducted and recorded in writing. Following completion of the four district
needs assessment workshops, a written report documenting the current activities (including the
three most important), recommendations (including the three most important), constraints,
community strengths and resources, other issues identified, the listing of “what was good” and
“what could be improved,” and the workshop participant list were sent to district public health
leaders and Family Health Bureau program staff who had participated in the workshops for

review and comment to assure as accurate a recording as possible.

5. ANALYSIS AND SYNTHESIS OF MCH DISTRICT NEEDS ASSESSMENT
WORKSHOP CAPACITY INFORMATION AND RECOMMENDATIONS

A format was developed by the MCH Epidemiologist and consultants for categorizing the
current capacity for each of the ten priority topics discussed at each MCH District Needs
Assessment workshop. For each priority topic each activity/service identified was categorized by
district and pyramid level (direct service; enabling service; infrastructure-building service;
population-based service) using the definitions found in the Title V MCH Block Grant
application guidance. Each activity/service was also classified by population group served
(pregnant women and mothers; infant, child, teen, children and youth with special health care
needs, male, and “all population” groups). The capacity listing by these categories was then put
into an Excel table. A second Excel table was then developed for each priority topic showing
capacity by the number of services (any given service could impact multiple population groups)
provided to each population group, by pyramid level and district. A format was also developed
by the MCH Epidemiologist and consultants for categorizing the recommendations for each
priority topic from the MCH District Needs Assessment workshops. Each recommendation was
categorized by district, pyramid level and population group impacted. An Excel table listing
recommendations by pyramid level and district was developed. A second Excel table was then
prepared for each priority topic showing the number of recommendations impacting each
population group by pyramid level and district. As with capacity each recommendation could

impact multiple population groups. A synthesis document was developed with a narrative



summary for each priority topic of capacity, recommendations, constraints, and community
strengths and resources with reference to the tables described above. A summary of other issues
identified by each of the districts at the conclusion of each MCH District Needs Assessment
workshop was also prepared.

NOTE PLEASE: The report of the MCH District Needs Assessment findings and

recommendations is found as the last section of the NM Needs Assessment Document.

I1.B.1.2 Formal & Informal Collaboration Processes
Collaboration processes for the assessment took place both formally and informally through out
the year and during the specific assessment workshops. Please see collaboration description

below in I1.B.2

I1.B.1.3 Quantitative & Qualitative Methods Used to Assess Needs of MCH Populations

The perspective of the Title V MCH Program — with leadership from the MCH Epidemiology
Program - is that qualitative and quantitative assessment methods form a continuum in data and
information. Data collection ranges from the more open-ended to the more closed-ended. This

diagram is not inclusive; but gives examples:

Qualitative.........oooviiiiiiii i I e Quantitative
Participant Document Focus Structured Survey
Observation Review Groups Interview Questionnaire

Key constructs: In qualitative methods the researcher does not presume to know what is in and
on people’s minds (Michael Patton, 1980) while in quantitative methods the researcher does
presume to be knowledgeable about these things (MCH) and seeks to find out how much, how
often and when events occur, and to whom. What is learned in observation, document review or
focus groups can be used to develop interview forms or surveys; and what is learned in a survey
often results in doing a focus group to understand why things are. Both methods are used in the

Title V MCH assessment, and in the ongoing work of surveillance, epidemiology and evaluation.



DATA SYSTEMS USED TO MONITOR AND ASSESS

THE HEALTH OF MOTHERS AND CHILDREN IN NEW MEXICO

Vital Statistics Population-Based Hospital Discharge | Pop-Based Disease Client-based and
Data Systems and Data Systems Reporting & Case other sentinel
Surveys Finding surveillance
Birth registration, -Census, critical to Hospital Inpatient National and State INPHORM, the
data on maternal & | rates for many MCH | Discharge Data Notifiable Diseases public health client
infant health indicators (HIDD) of NM system, reporting to data system, DOH
-Current Population Health Policy DOH
Death registration, Survey (CPS) of Commission Includes: NM Prenatal High
data on MCH Census, key source -birth defects Risk Fund, Title V
related mortality for poverty estimates | Hospital discharge | -firearm injury or MCH Funded
and health insurance | data from Indian death
Fetal death coverage Health Service Families FIRST

reporting, data on
maternal & fetal
health

Linked birth-
Medicaid reports,
data compares
Medicaid to non-
Medicaid
population

Pregnancy
terminations,
anonymous
reporting, estimates
prevalence

-Pregnancy Risk
Assessment
Monitoring System
(PRAMS) every year
-NCHS-
HRSA/MCHB
Survey of Children
with Special Health
Care Needs, NM
sample 751 (2001
then every 4 yrs)
-NCHS-
HRSA/MCHB
Survey of Child
Health, NM sample
1,848 (2003 then
every 4 years)

-Youth Risk
Resiliency Survey
(YRRS) — equivalent
YRBS, every 2
years)

-Behavioral Risk
Factor Surveillance
Survey (BRFSS),
every year

-National
Immunization Survey
using State & Local
Area Integrated
Telephone Survey
(SLAITS), NM data

entities serving NM
populations

STD/HIV/AIDS
reporting to DOH

NM Birth Defects
Surveillance

NM Newborn Genetic
Screening

NM Newborn
Hearing Screening &
Referral

Children’s Chronic
Condition Registry
(on hold, resume if
funded)

NM Child Fatality
Review (on hold,
transfer to injury
prevention unit)

NM Maternal
Mortality Review (on
hold, resume if
funded)

Office of Medical
Investigator at UNM,
used for CFR and
MMR, other injury
deaths

NM Traffic Safety,
Transportation related
injury and fatalities

Perinatal Case
Management, DOH

Healthier Kids
Fund, CMS
Program, DOH

NM WIC Program
Tribal WIC
Programs

Pregnancy Nutrition
Surveillance
System-CDC
Pediatric Nutrition
Surveillance
System-CDC

State Medicaid
Program —family
planning, pregnancy
and children

CYFD: data on child
abuse reports, foster
care, juvenile
justice, other

Other special studies
done by programs
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Pregnant women, mothers and infants
Quantitative: Descriptive analysis and reporting are the main methods used based on data from
Vital Records, NM Pregnancy Risk Assessment Monitoring System, NM Medicaid, NM WIC
and NM Hospital Inpatient Discharge Data (HIDD). Linked studies such as linked birth+death,
linked birth+Medicaid have been done in previous years and when resources are in place, will
continue. The Families FIRST Perinatal Case Management program collects data; it has not
been analyzed for several years. In 1998, Families FIRST data was linked to the birth files to
examine program impact; unfortunately program data was incomplete in key demographic fields
so that a linked study could not be completed. NM PRAMS is the strongest source of data about
pregnant women and infants; the program has produced data used in the DOH strategic plan, the
NM Children’s Cabinet Report Card and the Prenatal Care Taskforce. Within the past 5 years,
more advanced studies were done by Ssu Weng, MD, MPH, using PRAMS data on prenatal
access for immigrant women and a study of breast feeding duration:
Qualitative: Focus group — open ended needs assessment have been done with Navajo mothers to
learn what their needs are for prenatal health; the CMS program conducts interview-discussions
with various advisory groups concern with newborn hearing, youth in transition and family
involvement in CSHCN.
GIS Descriptive: In 2005 the District I Epidemiologist worked with a team to develop detailed
tables and mapping of several indicators for Albuquerque by Zip Code. These included several
MCH indicators: births to teens age 15-19, births to women 20-44, low birth weight births to
teens age 15-19, low birth weight to women 20-44, infant deaths, asthma cases from the former
Children’s Chronic Conditions Registry, asthma hospital discharges age 5-14, and Medicaid
enrollees under age 19.

Children
Quantitative: having the state sample of 1,848 NM children from the National Survey of
Children’s Health thrills NM. The main assessment approaches have been descriptive analysis
of data from Vital Records, National Survey of Child Health (NSCH), NM Medicaid, NM WIC
and NM HIDD.
Qualitative:
GIS Descriptive: In 2005 the District I Epidemiologist worked with a team to develop detailed

tables and mapping of several indicators for Albuquerque by Zip Code. These included several
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MCH indicators for children: deaths by age groups, asthma cases from the former Children’s
Chronic Conditions Registry, asthma hospital discharges age 5-14, and Medicaid enrollees under
age 19.

Children & Youth with Special Health Care Needs
Quantitative: Descriptive analysis and reporting are the main methods used based on data from
the NM sample in the National Survey of Children with Special Health Care Needs, and from the
2003 NSCH. NM barely scratched the surface of this rich source of information; an endeavor
that will continue into the coming year. The CMS program did have a Children’s Chronic
Conditions Registry (3CR) for many years that was designed to serve active clients in the
program with such things as immunization reminders, and to use it to report estimates of
CYSCHN in the state. Unfortunately the 3CR was not designed with surveillance in mind; as
reported in the previous 5 year assessment, estimates produced from 3CR were very far out of
range of National Health Interview Survey (NHIS) estimates for similar conditions. There were
no case definitions used for 3CR; and no validation of diagnoses, and non-standard fields were
created for basic demographic information. Evaluation of the database took place in 2004 where
it was learned that the system design, in MS Access, actually assigned a new case number to
children each time it was loaded up; duplicating and reduplicating them. Unfortunately after
staff transferred out of the unit, the CMS program apparently could not continue funding of the
effort, and could not fund bare minimum need positions to do this kind of work for NM (data
manager-SAS programmer and epidemiologist).
Qualitative: CMS conducts ongoing needs assessment through its established advisory groups on
topics of newborn hearing screening, newborn screening and youth in transition. The findings
from these discussions are used to address client and agency needs.
Evaluation Studies: Tierney Murphy, MD, MPH, a CSTE-CDC MCH Epidemiology Fellow has
evaluated the birth defects surveillance data collection methods and protocols towards improving
the data base and the abstracting tools. She has also evaluated the newborn hearing screening
data collection methods and protocols for identifying and following-up on infants who failed
screening, towards recommending improvements in this system. The CMS program will need to
strengthen its system for tracking newborns who failed screening or who were discharged from a

hospital without screening.
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I1.B.1.4 Methods Used to Assess State Capacity by Pyramid Levels

The compilation and analysis all of the Title V MCH measures and indicators — and related
indicators that come from surveillance systems like PRAMS, NSCH, BRFSS, YRRS - served as
the center-piece for assessing our capacity by pyramid levels. The measures and indicators cut
across health status, healthy & health risk behaviors, access to and use of primary preventive
care — and, specialty care. All staff were asked to assess various indicators according the gaps
and disparities — that brought to the foreground the needs for capacity in selected areas. The
most significant gap in capacity concerns the needs of pregnant women, newborns and the 0-3
population; and children. While the evidence is clear that critical indicators were adopted as
state performance measures — regarding the mental health and well being of mothers and infants,
the state will need to work progressively over the coming years to put resources in place to
address these needs. Such needs include evidence-based approaches to home visiting; evidence-
based approaches to improving the quality of prenatal care and finding approaches to make it
highly sought-after by high-risk mothers; evidence based approaches to serving the needs of
parents of young children; and an increase in the population of young children and their families
who have benefited from AAP standards of early periodic screening, diagnosis and treatment.
There continues to be a “pagoda-shaped” budget that pays direct care for safety net services and
enabling services in the NM Title V Block Grant; there are not sufficient funds at the base to
build systems and evidence-based programs to address the critical needs for maternal, infant and
child health. The Title V MCH program has made progress in strengthening its MCH
epidemiology resources — not only for data collection and analysis, but also for policy analysis
and the “data to action” dimensions that are so critical. There are no funds for selected needs
such as birth defects, children with chronic conditions — that will not be addressed without

additional funding.

13



I1.B.1.5 Description of All Sources Used in Needs Assessment

Most Current Aggregate Reports, Title and Brief Description Year Most
Recent Report

Data request, specific to Title V Measures, births and mortality, NM Vital Records and 2004

Health Statistics (VRHS). 1990-2003 and 2004 provisional. Internal document in excel | provisional

format

Census estimates for NM, prepared by Bureau Business & Economic Research (BBER) | 2003

of the University of NM — used for denominators

NM Pregnancy Risk Assessment Monitoring System (PRAMS), 1997-2002, new data
just weighted with some descriptive analsysis for 2003; used extensively for maternal
and infant assessment; used as proxy for findings of Medicaid and non-Medicaid mother
and infant outcomes; used to develop state performance measures on healthy births,
abuse in pregnancy and ongoing measure of intention of pregnancy and home visiting;
county specific indicators.

1997-2002; plus
2003

Data request, specific to Title V Measures for infants and children enrolled in Medicaid | 2003-04
and S-CHIP, received services, dental services, family planning waiver clients,

aggregate counts in excel format

Medicaid HCFA Form 416, report on children receiving EPSDT services, dental and 2003
other; the 2004 report had not yet been approved and released by NM Medicaid

NM DOH Client data system for counts of prenatal, infant, child and family planning 2004
care; NM DOH High Risk Prenatal, NM DOH Healthy Kid Fund, CMS program counts

NM WIC program, unduplicated counts of mothers, infants and children by race 2004
ethnicity

National Survey of Children’s Health, 2003: CDC/NCHS/SLAITS. Analysis performed | 2003
using Stata Version 7, survey set commands from technical instructions on weights; for

several indicators. We can’t wait to do more with the data set! Thanks for this data.

National Survey of Children with Special Health Care Needs, 2001; analysis done in 2001
previous years; valuable reference; used minimally this time

Data for form 21 was downloaded from websites and obtained directly from WIC 2003-2004
program, TANF, Food Stamps, Foster Care, Juvenile Justice, Dept Public Education

NM Behavioral Risk Factor Surveillance Survey (BRFSS) for selected measures on 2002-03
women’s health, health of youth in transition age groups

NM Youth Risk Resiliency Survey (YRRS), NM equivalent of YRBS but changed 2003
name because state obtains data on positive aspects of youth development and support;

done every 2 years

Primary Care Bureau/Health Systems, HPSA for mental, dental and primary care; 2004
urban-rural designations for counties.

New Mexico Health Policy Commission; hospital discharge reporting, of limited value | 2005
due to not having SAS programming capability to produce required reports. Quick

Facts at www.hpc.nm.us.gov useful for health professional counts and related resources
information.

NM Traffic Safety Bureau, reporting on non-fatal motor vehicle crash data; 2003 still in | 2002
progress

Injury Report, Injury Epidemiology; 2004 data 2005
HSD Monthly Report on Eligibles and Recipients: Food Stamps, TANF, Medicaid, Jan 2005
Medicare

VRHS: Linked Birth-Death, most current 1999; summarized in needs assessment 1999
sections on infant mortality; next links to be done in 2005-2006.

VRHS: Linked Birth+Medicaid, reported previous years 2000
VRHS, Annual Report, NM Vital Records & Health Statistics, 2003, invaluable for Spring 2005
selected graphs and tables on birth and death population indicators

County Health Profiles, NM Division of Epidemiology & Response, see at Ongoing

www.health.state.nm.us: comprehensive compilation of all socio-demographic, health &
health related data available at the county level in NM, most current year 2003 data
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II.B.1.6 Strengths & Weaknesses of Needs Assessment Methods & Procedures

The DOH is a statewide agency with a long track record of working together as well as
independently on all dimensions of a very large organization at work. The Public Health
Division is noted for its systems thinking, often taking the lead in strategic planning and
partnership building. Thus, while the Title V MCH Program has its comprehensive assessment
mandate, there is exceptional access to the Divisions, Districts, Bureaus and Programs, and Local
Health Offices. This framework is equally true for work across all entities — public and private —
because NM is a state with great aspirations for the health and well-being of its population, and

precious few resources to take on large goals.

The blueprint for this round of the comprehensive assessment was a strong one: Review the
comprehensive assessment guidance, assemble data and information, review our status and
determine what we needed to achieve. FHB staff who were new to the process received
orientation, while others used the starting activities to renew familiarity with the various
requirements. The single most difficult element, FHB staff with time to devote to the process
and the product, was managed as best we could as all staff had a very full slate of program
responsibilities. Contractors were identified to assist with the field work and to compile findings
of the consultations held with each Public Health District and its MCH related partners, and were
on-board early enough to benefit from the organizing workshops and meetings. FHB team
members who participate in advisory groups, councils and the Children’s Cabinet used these
relationships to obtain input — formally, as with the CMS Newborn Screening Advisory Group,
and less formally as with the Children’s Cabinet, the EPSDT Advisory Committee, the Prenatal
Care Network. The weak link in the chain was having a full-time coordinator-analyst to pull this
all together; a new epidemiology position was created to do this work and will be in place by
August or September 2005. Years of experience have taught us that this is “an inside job” and
requires someone who is involved in the ongoing MCH work of the agency in its broadest

construct.
In spite of having few staff, the assessment for 2005 has managed to cover the basic descriptive

needs, including review of trends, gaps and disparities (where such data is easily available).

Using univariate analysis, stratified analysis, multivariate analysis, statistical testing for
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significance. The entire Title V MCH program staff joined in a review of our data and
descriptive information, for each and every indicator. This was an education for all! They
developed a report of known gaps, disparities, issues in addressing the indicator, best practices or
evidence-based recommendations, and other information. The entire Title V MCH program staff
Weaknesses (limitations, constraints): The most significant limitation is staff time. The MCH
Epidemiology Program Manager is the single source of data for the needs assessment serving as
coordinator to obtain data and compiler to assess data, and write descriptive reports. This work
is done while supervising the MCH Epi Program and providing data for other priority MCH
needs. In 2005 there will be two new positions: 1) an epidemiologist assigned to the Title V
MCH Block Grant and related MCH grants or projects, such as the ECCS; and 2) a senior MCH
epidemiologist who will work full-time on epidemiology and evaluation projects. Other staff in
the MCH Epidemiology Program work on PRAMS. CDC and CDC-CSTE assignees work on
topics such as adequacy of newborn hearing screening, distribution of flu vaccines. While these
staff members contribute to the Title V MCH assessment work, it is limited. Staffin Vital
Records and Health Statistics produce aggregate reports according to Title V MCH data

specifications.

I1.B.2 Needs Assessment Partnership Building & Collaboration

New Mexico undertook a very collaborative process for the assessment using the Family Health
Bureau Management Team as the lead collaborators. The Public Health Division leadership in
each of the districts as well as District staff, public health staff and community partners involved
in MCH programs and services from throughout the district, consumers of MCH services, and
other local leaders knowledgeable about community needs were invited to the local community
workshops. Family Health Bureau (FHB) staff involved included both Title V and Non-Title V
Program Managers. They are all members of various advisory councils in the community and at
the State level and so their knowledge of issues related to children is quite broad. Advisory
Councils that were involved included the EPSDT Steering Committee, a group of key players in
the delivery of EPSDT services. The Prenatal Care Taskforce also assessed the status of prenatal
care during the year. The Teen Pregnancy Prevention Coalition and the Abstinence Education

Program Manager analyzed the status of teen pregnancy in the state, creating new maps of the
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prevalence across the state. The Emergency Contraceptive Working Group also played a key
role. The FHB Management Team traveled to each of the four Public Health Districts to conduct
the needs assessment workshops. Staff from the FHB included the Bureau Chief, Medical
Director and Program Managers and/or staff for Children’s Medical Services, Families FIRST,
Family Planning, MCH Epidemiology, Maternal Health, Adolescent Health, and the Abstinence

Education Program.

Attending the local workshops were a number of NM Department of Health staff representing
the district management team, health promotion, CMS, Families First, and local public health
office staff working in CMS, Families FIRST, the Family Planning Program, and the WIC
Program; number of community representatives including schools and school based health
centers, university-based MCH services, community health councils, Maternal Child Health
councils, foundations, local maternal child health service providers, community health centers,
county government, New Mexico Teen Pregnancy Coalition, Border Health Education Center,
Head Start, March of Dimes; Family Health Bureau staff; and the two consultants. One of the
consultants has also served on the New Mexico Public Health Association board as President.

In addition, the Title V Program collaborated with many partners throughout the year to
complete the 5 year assessment. With regard to children with special health care needs, the
Children’s Medical Services collaborated with the Newborn Hearing Screening Advisory
Committee, the Newborn Genetic Screening Advisory Council and the Healthy Transition New
Mexico Coordinating Committee to carry out an assessment of CYSHCN issues. And secondly,
with regard to young children, the State has taken a very comprehensive approach to issues
related to early childhood through the activities of the Early Childhood Comprehensive Systems
Alignment grant. One related activity was an assessment of systems services for young children.
This involved a large group of stakeholders (50 agencies) in early childhood area called the Early
Childhood Action Network. This planning project has, after two years of work, resulted in a
Comprehensive Strategic Plan for Early Childhood that includes twelve content areas including:
an internal and external environmental scan, a vision and mission statement, five priority areas of
focus, goals and objectives with timeframes for completion, a set of indicators to track early
childhood outcomes; documentation of the strategic planning process with stakeholders,

identification of best practice, evidence-based models; identification of key partners, linkages to
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other State initiatives, evidence that the planning process is positioned to maximize the greatest
policy impact; a sustainability plan for the follow up implementation phase, and strategies to
strengthen data collection and make system improvements. The Children’s Cabinet has
supported this work. During the process, important relationships were formed across state
agencies and between state agencies, the provider population and families. In addition,
approximately 30 Division Directors and high-level managers and program experts across the
Department of Health, Public Education Department, Human Services Department, Children,
Youth and Families Department participated in an all day meeting to identify all early childhood
programs, their funding levels over the previous 5 years and number of children served. The
purpose for identifying data over the last five years is to establish baselines of funding levels and
to determine if funding for children’s services is increasing or decreasing in key early childhood
component areas. This analysis has never been done before in New Mexico. The product of this
effort is a worksheet summarizing all funds spent in the State of New Mexico for early childhood
programming across all departments. The next steps in this analysis are to determine if total
children’s share of the budget is increasing or decreasing and if key components of the early
childhood system are losing funding or gaining funding. This type of analysis leads policy
makers to consider the whole MCH system and will lead to better alignment of policy decisions

and appropriations affecting early childhood programs.
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B3. ASSESSMENT OF THE NEEDS OF THE MATERNAL AND CHILD HEALTH POPULATION GROUPS

DEMOGRAPHICS AND SOCIO-ECONOMIC CHARACTERISTICS OF NEW MEXICO

New Mexico was the 20™ fastest growing state between 2000-2003. In 2003 New Mexico
ranked sixth lowest in population density at 15.4 persons per square mile and fifth in size at
121,365 square miles. The total population was estimated at 1,874,614 persons, a 3.1% increase
since 2000 and 0.64% of the total U.S. population. New Mexico remains a young state with 30%
of the population under age 20, compared to 28.1% for the U.S; an estimated 12% was over age
65, compared to 12.3% for the U.S.

New Mexico Population Density, 2003:

There are 33 counties in the

state to which reference
will be made throughout
this document. The map
shown here depicts

population density: only 8

of the 33 counties had a

/ ///////; ///// density greater than 14.2

= 15.4 State Average persons per square mile.

035 - 314 [] 741 - 1419 .
QUARTILES H 315 — 7.40 14.20 — 498.66 The state has borders with

\S»?a\::vcimz\?:?: ;?»?mmon stimtes from fhe 5. Censs B AriZOl’la to the west
including a common
territory with the large Navajo Nation in the northwest corner; Colorado to the north; Texas to
the east and the southern edge to the hook on Dona Ana county; and a common border with
Mexico in the southwestern corner.
New Mexico became a “minority majority” state in 2000, with the combined Hispanic, Native
American, Asian and African American population being greater than non-Hispanic Whites.
There were significant differences in many health and social indicators between racial and ethnic
groups; the NM Department of Health (DOH) has made significant strides in assuring that

policies and programs be culturally competent. According to 2003 population estimates, 85.6%

of New Mexicans were white (includes individuals of Hispanic origin), 2.5% were Black, 10.3%
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Source: Population Division, US. Census Bureau, released June 2004 for United
States and September 2004 for NewMexico.

Race Distribution in New Mexico, 2003
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Source: National Center for HealthStatistics in collaboration with the
U.S. Census Bureau.
www.cdc.gov/nchs/about/major/dvs/popbridge/datadoc.htm#vintage2
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Ethnic Distribution in New Mexico, 2003

on-Hispanic
56.8%

Hispanic
43.2%

Source: 2003 population estimates from the U. S. Census Bureau.

were American Indian and 1.55 were
Asian or Pacific Islander. Hispanics
made up 43.2% of the population; non-
Hispanics 56.8%. An estimated 67% of
N.M. children and 55% of adults were of
a minority group. Nearly 55% of the
state’s children were Hispanic, the

highest proportion of any state.

In 2003, NM had a population of
1,874,614 persons. It was the 20"
fastest growing state between 2000-
2003. It ranked 36™ in total population
in the US and had the sixth lowest
population density in the country with an
average 15.4 persons per square mile.
NM remains a young state. In 2003 30%
of the population was under age 20,
compared with 28.1% for the US.Only

12% of the population was over age 65.

The racial and ethnic composition of the
population is unique for the US: NM is
one state in which the minority
populations are indeed in the majority.
Although 85.6% of the population was
White, as seen in the next graph, 43.2%
of the White population was Hispanic.
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Among children, minority groups are in the majority. The first graph depicts the racial

distribution; note that over 50% of White children are Hispanic White.

Children Age 0-17 by Race, From National Child Health Survey, NM

2003
100%
75% - [ ] ] ] ]
50%
25%
0% -_l_l_ -_|_|_ -:D__
Oto2Yr 3to5Yr 6to9Yr 10 to13 Yr | 14 to17 Yr Total
@ White 78.9% 83.1% 80.1% 81.9% 84.8% 0.819
mBlack 2.9% 2.4% 4.0% 3.4% 2.7% 0.0309
O Multiple Race 5.4% 4.2% 3.6% 4.9% 3.6% 0.0431
OAmerican Indian 12.0% 8.0% 11.2% 8.9% 7.8% 0.0948
m Other 0.0083 0.0235 0.0108 0.0092 0.0119 0.0122

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

Percent Children of Hispanic-Latino Origin by Age Groups, NM 2003
100.0%
75.0% -
50.0% -
25.0% A
0.0%
Oto2Yr 3to5Yr 6t09Yr 101013 Yr 141017 Yr Total
ONo 45.9% 37.8% 41.3% 46.5% 51.2% 451%
BYes 54.1% 61.5% 57.9% 53.0% 48.2% 54.4%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology
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An estimated 20% of NM children are born of immigrant parents; the majority of immigrants are
of Hispanic origin. The reader is referred to the chapter on Immigrants and MCH for more
information.

Birth Place of Mother & Father, By Age of Child,
NM 2003, from National Survey of Child Health
100%
80% ] _ [
60%
40% -
20% A
0% -
Oto2Yr 3to5Yr 6t09Yr 10t013 Yr 14 t017 Yr Total
OMother Not Born in US 17.4% 19.0% 22.5% 20.7% 15.3% 19.0%
B Father Not Born US 15.0% 21.6% 21.4% 20.4% 13.2% 18.1%
OMother Born in US 82.6% 81.0% 77.5% 79.3% 84.7% 81.0%
OFather Born US 85.0% 78.4% 78.7% 79.6% 86.8% 81.9%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

NM ranked 46" in per capita Eersonal income at $35,502, which was 81.1% of the national
average. The state ranked 49" in 2003 for the percent of children in poverty: 24.5% of New
Mexico’s children compared to 17.8% in the U.S. The NM percent of near-poor families below
200% of poverty is 1.3 times that of the U.S. By contrast, the US has higher rates of higher
income families than NM.

FPL* of Households with Children <18, NM & US in 2003

4dDercent
30 -
20
10
0
Household income 0- |Household income 1004 Households income Households income
99% FPL 199% FPL 200-399% FPL 400% FPL or greater
@ Nationw ide % 17.8 22.8 32.6 26.7
m New Mexico % 248 29.4 29.6 16.2

Source: Child and Adolescent Health Measurement Initiative (2005). National Survey of Source: Children's Health, Data
Resource Center on Source: Child & Adolescent Health website. Retrieved June 2005 from www.nschdata.org.

22



What is rarely shown in poverty statistics are the proportion of the population that lives in
extreme poverty, below 50% of the FPL: an estimated 11% of NM children or about 55,619
were affected in 2002. 14% of NM children or 70,787 lived between 50-99% of the FPL.

The key issues that affect the health of the MCH population are the high rate of poverty in the
state and the disproportionate burden of coping with less social advantage, particularly among
minority groups who make up, indeed, the majority of this population. Gaps and disparities are
seen consistently among teens, parents with only a high school education or less, and single
parents. These characteristics translate into greater proportions of health risk behaviors, and
lower access to and use of primary preventive care or specialty care. Although the state has
made progress in reducing the proportion of the population that has no health insurance, critical
gaps persist. There is a significant challenge in assuring access to care for the working poor and

immigrant families who come into the state — many who pay taxes on their income.

Racial-Ethnic Distribution of Households with Children, 2003

50
40 |
30 |
20 | I
10 - ]
, ] ]
His panic White Black Multi-racial Other Includes
Native American
@ <100% FPL 35.3 8.6 10.2 16.5 27.9
@ 100-199% FPL 32.1 22.9 35.4 27.4 35.2
0 200-399% FPL 24.2 36.7 42 41.7 29.7
[0 400%+ FPL 8.4 31.8 125 14.4 7.2

Source: Child and Adolescent Health Measurement Initiative (2005). National Survey of Source: Children's Health, Data
Resource Center on Source: Child & Adolescent Health website. Retrieved June 2005 from www.nschdata.org.
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Percent Households with Children Age 0-17 by Age Child and
Federal Poverty Levels, NM 2003

100%

75%

BO% |- — —

25% - —— -

0%

Oto2Yr 3to5Yr 6to9Yr 10to1BYr U to17Yr
m<100% 242% 22.6% 19.4% 17.3% 14.4%
m 100 -<185%FPL 24.9% 22.6% 22.3% 24.5% 17.4%
[0 185-<200%FPL 3.7% 4.2% 2.9% 3.6% 5.5%
0200-<400%FPL 32.6% 34.5% 326% 314% 33.0%
W400%FLP or more U.7% 16.1% 22.9% 23.2% 29.8%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

As expected, a greater percent of households with infants and toddlers age 0-2 and 3-5 years of
age live <100% FPL. As children get older, the proportion of families in poverty decreases.
This table also shows the proportion of children who are potentially eligible for Medicaid
(<185% FPL) and for S-CHIP (185-200% FPL) although the actual eligibility for S-CHIP is
235% of FPL.

While over 24% of families with children lived <100% FPL:

less than % of poverty level households had a member who actually used the TANF or cash
assistance programs;

just over %2 of poverty level households had a member who actually used the food stamp
program.

Percent of Families That Had at least One Household Member Who Recieved Cash Assistance
such as TANF, by Federal Poverty Level of Household, New Mexico 2003
100%
75% -
50%+-¢¥ +------+ H4-------\ +-r------{ t------4+ |---——- }------1 "} ————1
25% 1+-1 e ---4710094 - - -~ - --1 +------1 }t------4+ |---——--| }------1 | ————1
0%
<100% 100 to <133 133 to <150 150 to <185 185 to <200 200 to <300 Total
ONo 75.8% 95.3% 92.7% 97.0% 94.4% 97.8% 89.2%
B VYes 23.8% 4.7% 7.3% 3.0% 5.7% 2.0% 10.5%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology
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Percent of Families That Had at least One Household Member Who Recieved Food Stamps, by
Federal Poverty Level of Household,
New Mexico 2003

100%

75% A

50% -

25%

0% -

<100% 100 to <133 133 to <150 150 to <185 185 to <200 200 to <300 Total
ONo 43.4% 74.3% 83.5% 90.5% 90.7% 95.1% 72.8%
B Yes 56.3% 25.7% 16.5% 9.5% 9.3% 4.8% 27.0%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology
The prevalence of poverty and issues related to the health of this population will be found
through out this needs assessment document.

Food insecurity in New Mexico was 1.32 times that of the nation in 2002 and the state was
among the 5 worst states for that period. For food security with hunger, an estimated 3.8% of

NM households were affected; the state ranked 12" worst.

Changes in prevalence rates of food insecurity and hunger,
1996-98 (average) to 2000-02 (average) United States and New Mexico

Food Insecure, With or Without Food Insecure With Hunger
Hunger
1996-1998 | 2000-2002 | % Change | 1996-1998 | 2000-2002 | % Change
United
States 11.3% 10.8% -0.5* 3.7% 3.3% -0.4*
New
Mexico 16.5% 14.3% -2.2 4.8% 3.8% -1.0*

*Change was statistically significant with 90-percent confidence (t > 1.645).

1Statistics for 1996-98 revised to account for changes in survey screening procedures introduced
in 1998. Source: Prepared by ERS using data from Current Population Survey Food Security
Supplements.

Among new mothers, issues of food security were explored, NM PRAMS 2002 found that
86% had enough food and of the 14% who did not have enough to eat, 3.5% were food insecure — as
defined by having hunger and they often did not have enough food to eat.

25



EDUCATION: In 2003, NM ranked 46" of 50 states in high school graduation rates. In 2003, 80
percent of people 25 years and over had at least graduated from high school and 24 percent had a
bachelor's degree or higher. Nearly 20% of the population had less than a 12 grade education;
27.39% were high school graduates. The three key dimensions of health: health outcomes,
health behaviors and access to/use of health services are all related to educational levels in NM.
This has been well documented for mothers of live born infants since 1997 from the NM
Pregnancy Risk Assessment Monitoring System (PRAMS and for adults over 18 years of age in
the NM Behavioral Risk Factor Surveillance System (BRFSS).

Among people 16 to 19 years old, 10 percent were dropouts; they were not enrolled in school
and had not graduated from high school. The total school enrollment in New Mexico was
515,000 in 2003. Preprimary school enrollment was 55,000 and elementary or high school
enrollment was 338,000 children. College enrollment was 122,000. American Community

Survey, US Census, 2003 www.census.gov/acs.

Employment: Unemployment is a critical issue for New Mexico. In 2000, the NM
unemployment rate was 4.8%; and in 2005 it was 6%. In 2003, an estimated 70% of NM
households had at least one full-time worker v. 73% in the US; 9% were part-time in NM v. 7%
in the US; and 21% were households with no employed persons in NM v. 19% in the US. The
impact of unemployment on families and children is significant, not only for the stark experience
of being unemployed but also for the emotional stress it places on parents. New mothers
reported exceptionally high levels of family stressors associated with poverty in NM PRAMS in
2003: 6.69% had been homeless; 14.2% reported their husband or partner had lost his job;
12.5% of new mothers lost their job; and 25% lived with the stress of bills they could not pay.
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Children <18 and At or Below Federal
Poverty Level, Percent by County, Rank
Order, 2002

NEW MEXICO

MCKINLEY
LUNA
SOCORRO
SIERRA
DONA ANA
CATRON
HIDALGO
QUAY
CHAVES
ROOSEVELT
GRANT

SAN MIGUEL
MORA
TORRANCE
TAOS

DE BACA
CIBOLA
LINCOLN
SAN JUAN
GUADALUPE
CURRY
EDDY
COLFAX
UNION

LEA

OTERO
VALENCIA
RIO ARRIBA
BERNALILLO
SANTA FE
SANDOVAL
HARDING
LOS ALAMOS

44.3
41.9

UNITED STATES 16.7

Source: U.S. Census Bureau, Small Area Income & Poverty Estimates,
released December 2004.

2/3 of NM counties have over 25.2%
of children <age 18 and who are
living at or below the federal poverty
level.

11 of 33 counties have a smaller
percent of children living in poverty
than the statewide estimate of 25.2%
of children
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THE HEALTH OF NEW MEXICO PREGNANT WOMEN AND MOTHERS:
THE NEW MEXICO BIRTH POPULATION

The fertility rate in NM has been higher than the national rate for decades, although since 2000,

the state rate became closer to the national rate.

Fertility Rates, New Mexico and United States,
1960-70-80-90 for Women Age 15-44
2000-02-03 for Women Age 15-49
S
® 160
<---15- - ->

3 120 ] e e = 15-44Yrs | 15-49¥rs->
o
= 80 - .
= T v _————*
I
« 0
o 1960 1970 1980 1990 2000 2002 2003

—u—NM 156.6 100.8 85.4 77.5 59.3 59.9 60.3

—e—US 118.0 87.9 68.4 70.9 57.8 55.2

Source: New Mexico Vital Records and Health Statistic. Please note data from the two sets of rates in use since
2000: Age 15-44 through 2000 and Age 15-49 from 2000 and forward in time.

The age specific birth rates for 2003 are similar to the nation although there are higher rates
among teens and young women up until births to women 25 years of age and older. The rate

ratio for New Mexico to the United States was 1.45 times for teens age 15-19; 1.25 times for

women age 20-24 years of age. The rate ratio for women age 20-24 was only 1.06; and for older

age groups the rate ratio was 0.8-0.9, indicating that the US rate was greater.

Age-Specific Birth Rates Per 1,000 Population
US 2002 and NM 2003
%0
120 {
100 -
80
60
40
20 |
0
—— United States2002 0.7 43.0 103.6 113.6 915 414 45
—— NewMexico 2003 1.0 62.6 130.2 121.4 80.7 35.5 4.1

Source: New Mexico Vital Records and Health Statistic.
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The proportion of births to single mothers has increased in NM and in the US for the years 1982-

2003; and the NM percentage has exceeded the national percentage since 1965. Births to single

mothers increased 48.5% in 2003, more than double the proportion of 22.1% in 1982.

PERCENT OF LIVE BIRTHS

50

45
40
35
30
25
20
15
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0 +—

NEW MEXIC

UNITED STATES

1982

U.S. Source: CDC, National Center for Health Statistics, NVSR .

1985 1988

1991

Percent of Live Births to Single

Mothers, NM and US, 1982-2003

The percent of single mothers by

age of mother decreases as

mothers are older, from 98.9%

among very young mothers under

age 15 years to 24.5% among

mothers age 40 years or older.

1994 1997 2000 2003
YEAR OF BIRTH

* 2003 US data not available at time of publication

Percent of Live Births to Single Mothers By Age of Mother, New Mexico and United States,

2002
100 -
80
60 |
40 |
N L hl
0 i
15-19 20-24 25-29 30-34 35-39 40+
B New Mexico 98.9 83.7 56.4 34.9 25.1 23.3 24.5
B United States | 97.0 80.0 51.6 25.3 14.6 145 173
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Across all age groups, a higher proportion of NM mothers were single than US mothers.
Differences were insignificant for teens and young mothers age 20-24. Differences were greater

for mothers age 25 and older.

IAge of Mother

<15 15-19 20-24 25-29 30-34 35-39 40+
NewMexico 98.9 83.7 56.4 34.9 25.1 23.3 24.5
United States 97.0 80.0 51.6 25.3 14.6 14.5 17.3
Rate Ratio
NM:US 1.02 1.05 1.09 1.38 1.72 1.60 1.42

Source: New Mexico Vital Records and Health Statistic.

A high proportion of single mothers have greater support needs than those who are married.
Compared to couples, they tend to have less income, lower educational attainment and a higher
proportion of health risk behaviors as described in subsequent chapters. In order to work
strategically to improve health status, the state’s maternal and infant health care providers, in
public and private sector, need to plan services so that they are culturally appropriate to the race-
ethnicity and cultural affiliations of new mothers. The distribution of births to single mothers by
race-ethnicity is shown below. A large body of research is available to the state on socio-cultural

factors associated with single mother-hood among Hispanic, Black and American Indian

populations.
Percent Single Mothers by Age of Mother and Race-Ethnicity of Child, NM 2003
100

80 -

‘gj 60 |

o 40

20 | - -

0 15-19 20-24 25-29 30-34 35-39 40+
—e— NON-HISPANIC 73.7 39.5 17.2 12.4 14.5 16.2
—m— HISPANIC 83.8 60.1 37.9 27.0 27.8 27.6
BLACK 89.3 67.2 471 413 33.3 333
—e— AMERICAN INDIAN: 95.2 81.9 64.8 59.1 50.7 56.4
—+— Asian Pacific Islander, 64.5 34.9 121 9.7 13.1 13.0

Source: New Mexico Vital Records and Health Statistics
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The 2003 NM births by age of mother and age of father depict the age differences that have
prevailed in the state for many years: females begin at ages younger than males but the data
must be regarded with great caution. Information about father’s age is absent on over 20% of
birth registrations. By NM law, birth certificates of infants born to single mothers, without

statement of paternity, contain no information on the father.

PERCENT OF LIVE BIRTHS By AGE OF MOTHER AND AGE OF FATHER
NEW MEXICO RESIDENTS IN 1990, 2000 AND 2003

PERCENT OF LIVE BIRTHS
AGE OF MOTHER FATHER
PARENT 2003 2000 1990 2003 2000 1990
<15 0.3 0.3 0.3 0.0 0.0 0.0
15-19 16.3 17.1 15.9 4.9 4.6 3.4
20-24 31.7 30.0 28.9 20.1 17.1 15.4
25-29 24.8 248 28.5 21.0 19.8 23.1
30-34 17.0 16.9 17.9 17.2 16.0 18.2
35-39 7.9 8.7 7.1 9.4 10.0 9.0
40-44 2.0 2.0 1.2 4.4 4.0 3.5
45-49 0.1 0.1 0.1 1.5 1.4 1.0
50 + 0.0 0.0 0.0 0.7 0.6 0.5
Unknown 0.0 0.1 0.1 20.8 26.3 25.9

Note: Due to rounding, percents may not add up

Birth Spacing of at least 24 months is recommended to promote the health of both mother and
infant. For teens, the majority of whom are single and have many needs for support, adequate

spacing can be a critical issue for health and wellbeing. This indicator appears to have a

dramatic decrease in 2003; number and percent lower than past years. These data will be tracked

closely in coming years and additional analysis is needed.
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Percent of Teens Age 15-19 with Less Than an 18 Month Interval Between
End of Last Pregnancy and a Live Birth, 1995-2003

Number of Births Are Shown
600 60

o 400 | .

c

Ke) Q

£ o

=) [}]

Z 200 1 o
0 |

1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003

@ Number | 456 | 440 | 389 | 408 | 418 | 429 | 399 | 373 | 250
—e—Percent | 39.55 | 38.06 | 36.02 | 35.02 | 33.02 | 33.26 | 33.19 | 37.91 | 20.54

Source: New Mexico Vital Records and Health Statistics

The proportion of births with <18 month interval from last pregnancy among women 20-
44 years of age was half that of young teens, with an annual average decrease of 7% between
1995-2003. The proportion in 2003 was almost half that of 1995. Again, use of NM PRAMS

data may provide insight into the decline.

Percent of Women Age 20-44 with Less Than an 18 Month Interval Between
End of Last Pregnancy and a Live Birth, 1995-2003

Number
Percent

1 2 3 4 5 6 7 8 9

@ Number | 2,377 | 2,334 | 2,303 | 2,259 | 2,327 | 2,174 | 2,410 | 1,683 | 1,387
—e—Percent | 15.61 | 14.87 | 15.39 | 14.71 | 14.00 | 13.03 | 14.34 | 10.39 | 8.20

Source: New Mexico Vital Records and Health Statistics



NM PRAMS found that proportion of women using post-partum contraception increased from
78.7% in 1998 to 88.6% in 2002, with very little variation by age group of mother. PRAMS data

does not capture the duration of use.

Pregnancy Terminations: Reporting of legal induced abortions became law in NM in 1977, and
1978 was the first full year of reporting. The numbers have varied between 4,500 and 5,500
since 1978. In the past five years 1997-2002 (2003 data not yet processed) the number has
ranged from a high of 5,250 to a low of 4,865 (rates of 193.0 and 175.6 respectively). The NM
abortion ratio in 2002, 175.6 per 1,000 live births, was 3.5% lower than the national figure. The
ratio for non-Hispanic white females has been higher than that of other groups. There is no clear

pattern of trend for NM in the past five years.
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PRECONCEPTIONAL AND PRENATAL HEALTH OF NM MOTHERS

Optimal health —for prospective mothers and fathers - before a first pregnancy and
between pregnancies is an important dimension of needs assessment regarding the health
of pregnant women and mothers. NM PRAMS data was used to develop an index of
preconceptional health in which only 12.6% (+ 1.3%) of prospective new mothers were

prepared for a pregnancy using all of the criteria seen in the graph below:

Elements of a Healthy Preconception Index, NM 2001 - 2002

0% 25% 50% 75% 100%
No physical abuse by partner/husband in 12 months | | 93.2%
before | e
Did not drink frequently or binge in 3 months before _ 81.8%
Did not smoke cigarettes in 3 months before | 77.6%

Aware that folic acid is recommended to prevent birth
defects

Intended pregnancy resulting in a live birth _ 56.7%

| 64.5%

Took a multi-vitamin - prenatal vitamin daily in month

0,
before 22.3%

l

Data Source: NM PRAMS

State Performance Measure 3: to reduce the proportion of live births resulting from an
unintended pregnancy to less than 30%.; and conversely, to increase the proportion of
intended pregnancy.

The Healthy People 2010 goal is to increase the number of pregnancies that are intended
from 51% in 1998 to 70%. This goal is based on pregnancies, not live births. Planned

births (intended pregnancies) are associated with healthier maternal behaviors and

healthier infant outcomes than those that are not. An intended pregnancy may, if the
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concept is important, lead families to take time for preconception planning. Unintended
pregnancy is associated with adverse outcomes such as premature delivery, low birth

weight and small size for gestational age. These may result from maternal behaviors

Intended pregnancy resulting in live birth

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;

a strikethrough indicates a large margin and the need to use the data with caution.  Number of respondents=3161,
population=52072. Sample and weighted numbers, methods and variable definitions are in Appendix.

Map of NM districts precedes this section.

By maternal characteristic Percent of mothers with live birth resulting from intended pregnancy

Central: District 1 urban 60.7 57.1 64.3

0 10 20 30 40 50 60 70 8 90 100 o Lower Upper
All NM mothers | 567 549 586
Age | | |
1517 ——— . 250 181 318
18-19 a— I 30.7 25.2 36.3
20-24 ——— . 499 465 533
2534 S .\ 684 657 711
35+ P — | 729 678 78.1
Ethnicity | | |
Non-Hispanic White I —— 613 581 644
Native American I — ! 48.1 429 532
Hispanic White I — [ 55.5 52.8 58.1
Education | | |
Less than high school e —— | 484 447 522
High school S —— | 544 511 577
More than high school I —— . 657 629 685
Marital status ! ! !
Married e — | 71.2 68.9 734
Not married ——— | 401 373 429
Any previous live birth | | |
No I i —— | 53.8 50.8 56.8
Yes I —— ! 58.6 56.3 61.0
Residence ! ! !
Northeast: District 2 e —— | 578 541 616
Southwest: District 3 I —— | 577 539 616
Southeast: District 4 e —— | 51.1 47.3 54.8
Northwest: District 1 rural  ——— | 49.8 454 54.1
Public assistance ! ! !
No EEEET— | 60.9 58.8 63.0
Yes I | 433 394 47.2
Payer of preconception healthcare | | |
Medicaid - | 43.0 38.5 47.5
Private insurance - | 66.7 63.9 69.5
Indian Health Service for PNC I ! 24 339 51.0
None I ——— ! 53.6 50.5 56.7

associated with not having the intention of getting pregnant.
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In all PRAMS states, the rate of intended pregnancy among women with live birth ranged
from 46.6% to 68.4% in 2000. In New Mexico, 2001-2002:
57% of NM mothers intended their pregnancy
44% did not, for whom

e 33% of live births resulted from mistimed and 11% from unwanted

pregnancy.
o There were at least 8,100 mistimed and 2,300 unwanted pregnancies

resulting in live birth in 2002.
@ From 1998 to 2002, rates of intended, mistimed and unwanted pregnancy

were stable.
Intended pregnancy increased with maternal age, ranging from 25% of 15 to 17-year-olds
to 72.9% of women 35 years or older. Educational level and marital status were also
associated with intention. Intended pregnancy was less likely among recipients of public
assistance (43%) than non-recipients (61%) or among women with Medicaid (43%) or no
payer of prenatal care (54%) than women with private insurance (67%). Native
Americans (48%) were less likely to intend than non-Hispanic whites (61%), and
Hispanics were in between (56%). NM PRAMS estimated that in 2002, 1,816 (£342)
Medicaid women with live birth did not want their pregnancy. For these births, Medicaid
paid an estimated $15.2 million dollars (£$2.9 million) for pre-natal care, delivery, and
the first year of the infant’s care.
Pre-pregnancy Use of Contraception: For sexually active couples not desiring a
pregnancy, motivation to use contraception and education about correct use are essential.

Payers of care stand to gain by providing effective contraception. The financial costs of
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an unintended pregnancy were estimated at $3,795 in a managed care setting and $1,680

in a publicly funded program from a study in 1995, and any method of contraception was

very cost-effective when compared to no method.1 Among women who were not trying
to get pregnant, 43% were and 57% were not using contraception at conception. Native
Americans (70%) were more likely to be non-users (v. 53% of non-Hispanic whites or
54% of Hispanics). Non-use was more likely among women without a previous live birth
(62%) than those with one or more. Within other subgroups there were no striking
disparities.

Among women who were not trying to get pregnant, the most common reason for not
using a method at conception was that the respondent did not mind getting pregnant
(41%), followed by problems getting birth control (29%) and their partner’s wish not to
use a method (22%).

Use of contraception is not entirely determined by intention: in all PRAMS states, among
women with unintended pregnancy, 37.7% to 56.0% were using contraception at
conception. If regular contraception is not used or if it fails, emergency contraceptive
pills (ECPs) are an effective and safe way to reduce unwanted pregnancies. ECPs can
reduce the risk of pregnancy by 89% and do not cause abortions. Advance provision of
emergency contraceptive pills (ECPs) can save $263 to $498 in a managed care setting
and $99 to $205 in a public payer setting. NM is the fourth state to allow pharmacists to
prescribe ECP. In addition, hospitals are required by law to inform rape survivors about
ECP and offer treatment. The NM ECP workgroup promotes pharmacy access and
education about ECP; and persuaded the NM DOH and the NM Medical Society to

endorse prevention of unintended pregnancy as a Clinical Prevention Initiative. Intended
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pregnancy (wanting the pregnancy at the time of conception or sooner) was linked with
healthier preconception behaviors and experiences than mistimed (wanted later) or
unwanted pregnancy.

Daily use of a multivitamin was more likely among women with intended
(28.8%) than mistimed (14.0%) or unwanted (12.8%) pregnancies.

Smoking cigarettes was less likely among intended than mistimed or unwanted
pregnancies (16.8% v. 28.5% or 33.9%),

Frequent or binge drinking (13.8% v. 22.0% or 29.5%) was less likely among
intended than mistimed or unwanted.

Physical abuse by a partner was less likely among intended (5.6%) than unwanted

(11.5%) pregnancies.

Folic Acid Awareness and Use

If taken before conception and during early pregnancy, folic acid (a B vitamin) can help
reduce the occurrence of neural tube defects (NTDs, birth defects of the spinal cord and
brain) by at least 50-70%. The average lifetime cost per case of spina bifida is estimated
at $635,763 ($279,210 direct costs). Health experts recommend that all women of
childbearing age take 400 micrograms (0.4 mg) of folic acid daily. Women who have had
an NTD-affected pregnancy should take 4 milligrams (4000 micrograms) daily. The
Healthy People 2010 target is to increase pregnancies begun with optimum folic acid
levels from 21% to 80%.

NM PRAMS found that twenty-two percent of new mothers in 2002 took a multi- or

prenatal vitamin daily during the month before pregnancy. This means that among more
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than 26,000 new mothers, only 5,876 took a multi/prenatal vitamin daily.3 Sixty-one

percent did not take a multi/prenatal vitamin at all.# Awareness that folic acid can help
prevent birth defects has not increased (63.5% of mothers in 2002, Table 2 / Figure 2).
Daily use of a multivitamin was more likely among women with more than high school
education (33% v. 17% with high school, v. 14% with less than high school education);
were married (29% v. 14% if not married); not on public assistance (25% v. 14% if on
public assistance); or who had private insurance . The same characteristics were
associated with awareness of folic acid benefits.

The NM Birth Defects Prevention Task Force, the WIC Nutrition Program, the
Cooperative Extension Service and the Navajo Nation work to educate the public.
Medicaid pays for prenatal vitamins with folic acid for mothers receiving prenatal but not

family planning services.
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Awareness that folic acid is recommended to prevent birth defects

NMPRAMS, years 2001-2002. "Lower" and "Upper” refer to the error margin of the 95% confidence interval;

a strikethrough indicates a large margin and the need to use the data with caution. Number of respondents=3161,
population=52072.

Percent of mothers who were aware that

folic acid can prevent birth defects

10 20 30 40 5 60 70 80 9 100 %  Lower Upper

By maternal characteristic

o

All NM mothers . 64.5 626 66.3
Age | |
15-17 E— 319 248 301
18-19 E— 406 347 466
20-24 ——— 92 558 625
2534 S 55 730 780
35+ S —— 756 705 &7
Ethnicity 1 1
NonHispanic White S — 785 758 813
Native American EEEEE—— 48.0 428 532
Hispanic White - 585 558 61.2
Education | |
Less than high school —— 441 404 479
High school — 607 574 640
More than high school —— 822 799 844
Marital status ‘ ‘
Married ——— 769 747 70
Not married S — 502 473 531
Any previous live birth | |
No R —— 614 584 64
Yes e 665 641 688
Residence ‘ ‘
Central: District 1 urban *_ 661 625 696
Northeast: District 2 —— 633 596 670
Southwest; District 3 ———— 628 500 666
Southeast: District 4 S —— 705 670 739
Northwest: District 1 rural —— 571 527 614
Public assistance | |
No - 683 662 703
Yes —— 523 484 563
Payer of prenatal care | |
IHS wiwo Medicaid/insurance ———— 549 480 618
Medicaid wiwo insurance; no IHS I — 54.1 513 56.9
Insurance only I ——— 804 778 830
None I —— 620 566 674



Multivitamin use

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;
a strikethrough indicates a large margin and the need to use the data with caution. Number of
respondents=3161, population=52072.

Percent of mothers who took a multivitamin or prenatal vitamin daily during the
month before pregnancy
5 10 15 20 25 30 35 40 45 50 %  Lower Upper

By maternal characteristic

o

All NM mothers e —— 23 208 239
Age o
1517 —— 77 117 238
18-19 _——— L 9.9 64 135
20-24 e — L 153 129 177
25-34 P —— L 283 257 309
35+ S — L 335 282 388
Ethnicity L
Non-Hispanic White P —— . 218 249 307
Native American ——— 185 147 224
Hispanic White ——— . 198 177 219
Education L
Less than high school ———— 141 116 167
High school ——— 174 150 199
More than high school —— . %26 298 354
Marital status : :
Married ] ! ! 29.2 26.9 31.5
Not married ——— 143 124 163
Any previous live birth ; ;
No ——— 24 199 249
Yes — 23 203 243
Residence L
Centtral: District 1 urban —— 248 217 279
Northeast: District 2 P —— 233 201 265
Southwest: District 3 ——— 203 172 233
Southeast: District 4 — 188 159 217
Northwest: District 1 rural I — 208 173 242
Public assistance L
No e —— 249 230 267
Yes ——— 139 113 166
Payer of preconception healthcare L
Medicaid I — 195 160 230
Private insurance I —— | | 325 29.8 36.3
Indian Health Service for PNC =~ Im— 135 81 190
None —— L 132 112 153

41



Maternal Alcohol Use:

Frequent prenatal exposure to alcohol is among the most commonly identifiable causes of
mental retardation and neurodevelopmental disorders. Prenatal alcohol exposure is also
associated with miscarriages, birth defects and growth disorders. The terms, Fetal
Alcohol Syndrome (FAS), Alcohol-Related Neurodevelopmental Disorder (ARND) and
Alcohol-Related Birth Defects (ARBD) identify infants affected by prenatal exposure to
alcohol. For FAS, the first 3 to 8 weeks of pregnancy are the critical exposure period.
There is no known safe level of or time for prenatal alcohol. Thus, in 2005, the U.S.
Surgeon General warned women who are pregnant or may become pregnant to abstain
from alcohol consumption. The Healthy People 2010 objective is to increase abstinence
from alcohol by pregnant women to at least 94%.

The prevalence of FAS in New Mexico for 1992 was estimated at 1 per 1000, comparable
to other national estimates. In 1991, the estimated annual financial burden FAS placed on
the nation was at least $75 million.

In NM 2002, during the 3 months before pregnancy, 17% of women drank frequently or
binged , and 46% drank some alcohol. In the last 3 months of pregnancy, 4% drank some
alcohol. Frequent or binge drinking before pregnancy was more likely among those who
were not married (24% v. 14%) or who were on public assistance (22% v. 17%)).

In 1996, the State Legislature passed HB 171 authorizing funds for a statewide Fetal
Alcohol Syndrome Prevention Program. Community activities include media campaigns,
developing and distributing informational materials and coordinating educational
programs for pregnant women, professionals, families and students. When cases of FAS

are identified, mothers are linked with services to prevent future FAS-affected infants.
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The “Pregnant Pause Campaign”, launched in 1996, emphasizes that pregnant women
should stop drinking. In New Mexico, women who have had a child with FAS usually
gave birth to their first child in their teens, so prevention efforts target youth. A dynamic

trainer facilitates a FAS curriculum developed for middle schools.
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Frequent or binge drinking during the 3 months before pregnancy,

Defined as 7 or more drinks per week, or more than 4 drinks at a sitting. NM PRAMS, years 2001-2002.

"Lower" and "Upper" refer to the error margin of the 95% confidence interval; a strikethrough indicates a large margin and

the need to use the data with caution. Number of respondents=3161, population =52072.

By maternal characteristic

All NM mothers
Age
1517
18-19
20-24
2534
35+
Ethnicity
Non-Hispanic White
Native American
Hispanic White
African American
Other
Education
Less than high school
High schoal
More than high school
Marital status
Married
Not married
Any previous live birth
No
Yes
Residence
Central: District 1 urban
Northeast: District 2
Southwest; District 3
Southeast: District 4

Northwest: District 1 rural

Public assistance
No
Yes

Payer of preconception healthcare

Medicaid
Private insurance

Indian Health Service for PNC

None

o

1'

Percent of mothers who drank frequently or binged
during the 3 months before pregnancy
5 10 15 20 25 30 35 40 45 &0

|

%
18.2

16.3
19.9
229
16.2
1.3

19.6
20.7
17.0
172

31

17.3
19.0
17.8

13.5
235

21.5
15.8

18.8
15.6
171
193
18.5

16.9
223

14.9
17.8

19.5

Lower

16.7

10.6
14.9
20.0
14.0

7.5

16.9
16.4
15.0

14.5
16.4
15.5

11.8
21.0

19.0
14.0

15.9
129
14.2
16.3
15.1

15.3
189

11.6
15.5

17.0

Upper
19.6

22.0
25.0
25.8
18.4
16.0

22.2
25.0
19.0

20.2
21.7
20.1

16.2
26.0

24.1
17.6

217
18.4
20.1
22.3
21.9

18.5
257

18.2
20.1

21.9
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Cigarette smoking is the largest modifiable risk factor for pregnancy-related morbidity
and mortality in developed countries. Smoking during pregnancy increases the risk of
neonatal mortality, still-birth, preterm delivery, decreased birth weight and sudden infant
death syndrome (SIDS); it is a major risk factor for gum disease, which is associated with
preterm low birth weight. After pregnancy, maternal smoking increases the infant’s risk

of respiratory illnesses and SIDS. Smoking-attributable neonatal expenditures were

estimated at $366 million in 1996 or $704 per maternal smoker.”>8 This would exceed
$1.6 million per year for New Mexico (1996 dollars multiplied by number of year 2002

births), of which Medicaid would pay at least $800,000 — a conservative estimate,

because Medicaid funds nearly half of all deliveries? and serves women who are more
likely to smoke during late pregnancy (15% v. 6% of non-Medicaid mothers).

Healthy People 2010 has set objectives to lower the prevalence of smoking among
pregnant women to 1%, increase smoking cessation during pregnancy to 30% and reduce
the proportion of children who are regularly exposed to tobacco smoke at home to 10%.
Many women would like to quit smoking, however, barriers are not limited to knowledge
and attitudes. Increased duration and level of smoking, more advanced age and smoking
by the partner hinder cessation. Women who succeed in quitting tend to be better
educated and have social support; they are less likely to be single parents. Encounters
during prenatal care present a window of opportunity for smoking cessation. Clinical
practice guidelines support evidence-based educational methods; these include brief
sessions or self-help materials provided during routine prenatal visits. Smoking cessation
interventions are cost-effective. A report from 1993 estimated that $6.72 to $17.18 spent

on adverse out-comes were saved for each dollar invested in cessation.
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Although New Mexico’s rate of 8.5% in 2002 compares favorably with the nation’s
(11.4%), more than 2,000 newborns were exposed to maternal smoking during
pregnancy. From 1998 to 2002, smoking rates decreased: before pregnancy, from 26% to
20%; during pregnancy, from 13% to 9%; and at the time of the survey, from 20% to
14%. However, there was no significant decrease for moderate to heavy smoking (15 or
more cigarettes/day) during late pregnancy, which ranged from 2% in 1999 to 1% in
2002 . Although approximately one-half of women who smoked before pregnancy said
they quit during pregnancy (year 2001-2002), relapses were common. Thirty-two percent
of women quit during pregnancy without relapsing, but 24% quit and relapsed. From
1998 to 2002, rates did not change significantly for smoking cessation among pre-
pregnancy smokers, or for abstaining from cigarettes after delivery among those who
smoked during pregnancy. For birth years 2001-2002 combined, 74% of all mothers
recalled prenatal discussion of how maternal smoking could affect the baby. Of women
who smoked during the 3 months before pregnancy, 85% (+1.9%) recalled such
discussions; among these smokers, 82% (+2.8%) of successful and 89% (+2.6%) of
unsuccessful quitters reported such discussions.
Smoking in the 3 months before pregnancy was higher among women

with fewer than 12 years of education (27% v. 25% with high school or 16% with

more than high school level);
those receiving income from public assistance (36% v. 18% without assistance);
non-Hispanic whites (28% v. 17% of Native Americans and 21% of Hispanics);
e unmarried women (31% v. 15% of married respondents).

Medicaid carried an extra burden of smokers: 27% of women with preconception

Medicaid smoked before pregnancy v. 15% of those with private insurance or 12% of
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those with Indian Health Service. Women 20 to 24-years old were more likely to smoke
than young teens (15-17 years old) or women 25 years and older (Table 27). During
pregnancy and in the post-partum period up to about 9 weeks similar patterns were

observed.
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Cigarette smoking during the three months before pregnancy

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;

a strikethrough indicates a large margin and the need to use the data with caution.  Number of respondents=3161,

population=52072.

By maternal characteristic

All NM mothers
Age
1517
18-19
20-24
2534
35+
Ethnicity
Non-Hispanic White
Native American
Hispanic White
Education
Less than high school
High schoal
More than high school
Marital status
Married
Not married
Any previous live birth
No
Yes
Residence
Central: District 1 urban
Northeast: District 2
Southwest: District 3
Southeast: District 4

Northwest: District 1 rural

Public assistance
No
Yes

Health insurance before pregnancy 3

No
Yes

Payer of preconception healthcare 3

Medicaid
Private insurance

Indian Health Service for PNC

None

o

Percent of mothers who smoked any cigarettes
during the 3 months before pregnancy

30 35 40

5 10 15 20 25

%

N
kN

19.6
31.2
29.0
18.0
13.7

27.8
16.5
20.7

27.0
253
15.6

154
30.5

253
20.5

231
222
18.6
26.6
20.6

18.1
36.2

27.8
15.5

271
15.2
1.7
295

Lower Upper
20.8 24.0
133 259
255 36.9
259 321
15.7 20.3
98 17.6
24.8 30.7
12.6 204
185 22.9
23.6 304
224 282
134 17.7
13.6 17.1
27.8 33.1
226 280
185 22.5
19.9 26.3
19.0 254
15.6 21.6
233 29.9
17.1 24.1
16.4 19.8
324 40.0
255 30.1
134 17.5
22.9 31.2
13.1 17.3
5.9 17.5
26.6 324
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State Performance Measure 6: Physical Abuse by Husband or Partner

Prenatal physical abuse of mothers can result in fetal death, early labor, preterm, low

birth weight of the infant or maternal medical problems.1 Children who are exposed to

domestic violence are at increased risk for behavioral difficulties, emotional problems,

poor academic performance, delinquency? and impaired health during adulthood. The
Economic effects of abuse include increased medical costs in emergency rooms, where
battered women may account for 22% to 35% of women seeking care.

NM mothers were more likely to report being abused than other PRAMS mothers in the

US, where the range was 3.0% to 9.0% during the 12 months before and 2.3% to 7.3%

during pregnancy (year 2000 births).> The Healthy People Objective 2010 aims for fewer

than 3.3 physical assaults by a current or former intimate partner per 1,000 persons, 12

years or older.6

In 2002, almost 2000 new mothers (7.6% of the total) recalled being abused during the 12
months before pregnancy . During pregnancy, the rate was 5.6% . In 2001-2002, abuse
during pregnancy was far more likely among women who were unmarried (8.2% v. 3.2%
if married), had public assistance (10.0% v. 4.1% if without assistance) or were Native
American (10.0% v. 5.9% of Hispanic whites and 3.5% of non-Hispanic whites);
Findings were similar before pregnancy. Community-based groups connect law
enforcement, judicial and social service agencies. Gaps in services include shelters and
programs, transitional housing and vocational preparation for women; batterer’s
treatment programs that also address alcohol, substance abuse, and parenting issues; and

children’s counseling services.
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Tables that detail gaps and disparities in physical abuse by a partner before and during
pregnancy are found on the next pages. These data are critical to understanding what

kinds of strategic planning is needed to reduce this form of family violence.
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Physical abuse by a partner or husband during the 12 months before pregnancy

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;
a strikethrough indicates a large margin and the need to use the data with caution. Number of respondents=3161,
population size=52072.

Percent of mothers who were abused by a partner or husband
during the 12 months before pregnancy

By maternal characteristic

o
[$,]
=
o
-
¢,
N
o
N
a

% Lower Upper

All NM mothers —— : 6.8 59 7.7
Age |

1517 e | 6.6 3.1 10.1

18-19 — ! 65 36 9.4

20-24 e | 8.9 7.1 10.8

25-34 —— | 6.0 4.6 7.3

35+ [ cm— : 4.8 24 7.2
Ethnicity |

Non-Hispanic White ——— | 4.6 32 6.0

Native American I | 14.2 10.5 17.8

Hispanic White — | 6.8 5.5 8.0
Education |

Less than high school —— | 8.5 6.5 104

High school - | 74 5.7 9.1

More than high school ——— | 49 36 6.2
Marital status |

Married —— | 47 37 58

Not married ———— | 9.2 7.6 10.8
Any previous live birth |

No ———— 1 5.0 38 6.3

Yes ———— | 8.1 6.8 9.4
Residence |

Central: District 1 urban ——— 1 5.2 36 6.9

Northeast: District 2 ——— 1 5.5 38 7.2

Southwest: District 3 ——— 1 6.1 42 8.0

Southeast: District 4 e — 1 84 63 106

Northwest: District 1 rural I — 1 11.3 85  14.1
Public Assistance |

No ——— 1 54 45 6.4

Yes —— 1 113 89 136
Payer of preconception healthcare |

Medicaid e —— 1 85 62 108

Private insurance ——— 34 23 45

Indian Health Service for PNC I e e 18.8 121 25.6
None 8.5 6.8 10.2

There were not many differences between physical abuse by a partner before and during

pregnancy, but because the Title V MCH Program selected abuse during pregnancy as a
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state performance measure, the data table is shown on the next page. This measure is

directly related to measures on children witnessing violence

Physical abuse by a partner or husband during pregnancy

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;
a strikethrough indicates a large margin and the need to use the data with caution. Number of
respondents=3161, population size=52072.

Percent of mothers who were abused by a partner or husband
during pregnancy

By maternal characteristic

o
[¢)]
=
o
=
[¢)]

20 %  Lower Upper

All NM mothers I —— 55 47 6.3
Age |
15-17 _—— 5.5 2.3 87
18-19 — 6.1 34 88
20-24 O — 7.4 57 9.1
25-34 ———— 4.9 36 6.1
35+ — 25 07 42
Ethnicity !
Non-Hispanic White _—— 3.5 2.3 47
Native American L — 10.0 7.0 13.0
Hispanic White T — 5.9 4.7 7.2
Education !
Less than high school —— 6.8 5.1 8.5
High school ——— 5.4 3.9 6.8
More than high school [ — 42 3.0 54
Marital status |
Married —— 3.2 24 4.1
Not married I 8.2 6.7 9.7
Any previous live birth |
No ————— 46 33 58
Yes I 6.2 5.1 7.3
Residence |
Central; District 1 urban I 4.0 25 54
Northeast: District 2 I 50 34 6.7
Southwest: District 3 —— 5.3 35 7.0
Southeast: District 4 I —— 6.6 47 8.5
Northwest: District 1 rural ————— 9.2 67 117
Public Assistance I
No — 41 3.3 50
Yes - 10.0 78 122
Payer of prenatal care ‘
IHS wiwo Medicaid/insurance I 12.0 77 163
Medicaid wiwo insurance; no |HS ~ ——— 6.9 55 8.2
Insurance only — 24 1.3 34
None — 6.0 36 84
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HEALTH OF PREGNANT WOMEN IN NEW MEXICO: PRENATAL CARE

The Healthy People 2010 Goal is to increase the proportion of pregnant women who receive

early and adequate prenatal care beginning in the first trimester of pregnancy to 90%.

NM continues to rank 49" in the nation for first trimester entry to prenatal care — at

65.7% 1in 2004 and 1.4 times lower than the nation at 76%.

Prenatal care is a unique opportunity for women and health care providers to work together to

achieve optimal health — yet there is increasing evidence of the need to develop approaches to

prenatal care so that it is easily accessible, sought-after and valued by the majority. And to

develop innovations to reach women with special needs, such as teens in schools or women who

live by cultural traditions more so than “western health care ideals.”

The use of prenatal care is associated with decreased rates of preterm birth, fetal death and low

birth weight (LBW). Preterm labor and LBW are costly: a recent study estimated that total

expenditures for preterm-labor hospitalization for the United States were in excess of $820

million. Reducing publicly funded prenatal care could increase LBW, prematurity and postnatal

expenses. In a recent study of undocumented immigrants, every dollar cut would increase the

cost of postnatal care by $3.33 and incremental long-term costs by $4.63.

Percent

First Trimester Prenatal Care and APNCU =/> 80%, NM 1990-2004
Show ing 90% Line of Healthy People 2010 Goal for First Trimester Care, NM, 1990-2004

90
P AR
04
0
90 | 91 192 | 93 | 94 | 95 | 96 | 97 | 98 | 99 | 00 | O1 | 02 | 03 | 04
—e— 1st Trimester Care 54.7|56.7|59.7 | 62.3|64.9/66.9 | 67.1|66.8/63.8/61.9/65.3/65.5| 66 |65.5/65.7
—m— Equal/greaterr 80% APNCU | 51.3|50.6|51.5|52.9|53.9|56.1 | 58.3 | 58.8| 56.8 | 56.3 |59.00 60.3 |61.95| 58.7

Source: New Mexico Vital Records and Health Statistics
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The NM performance rose during the first six years of OBRA ’89 when Medicaid eligibility
became 185%, reaching an all-time high of 67.1% in 1996. New MCO arrangements made
access hard for some women in period 1997-2000. The average annual increase since 1990 has
been 0.97%. At this rate, and with an optimistic view, NM may be able to achieve 70% by the
year 2010.
The Adequacy of Prenatal Care Utilization (APNCU) index is valuable because it adjusts the
timing of the initiation of care and the adequacy of services received (ratio of observed to
recommended visits), and is adjusted for gestation age of the newborn.
As with first trimester prenatal care, NM has lagged behind the US with the greatest difference at
the beginning, inadequate use — NM with twice the percent of the US:

New Mexico United States

Inadequate Use 23% 11.3%
Intermediate Use 16.6% 14%
Adequate Use 32.3% 42.7%
Intensive or
Adequate Plus Use  28% 31.8%
APNCU Index, All Levels of Care, New Mexico 1999-2003
40
35
0+ - — - — - — - — - — - — - — - — - - . - — - — -
25
k=
8 20 1
()]
& 15
10 -
5 4
O T T
Inadeqate-percent Intermediate-percent Adequate-percent Adequate Plus-percent
@ 1999 m2000 02001 02002 m2003

Source: NM Pregnancy Risk Assessment Monitoring System, 1999-2003
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Factors associated with inadequate utilization of prenatal care from NM PRAMS:

Less likely among women with third party payer compared with those with no insurance

Less likely among women with preconception care paid by insurance compared to those
with neither Medicaid nor insurance

Strongly associated with lack of child care or transportation

Associated with women who did not want a pregnancy; had less than a high school
education; were eligible and did not participate in prenatal WIC services; were unmarried; who
were Native American; who had a family income under $23,400; who reported stress of unpaid

bills; and who had one previous live birth
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Adequate prenatal care (APNCU or Kotelchuck Index)

Source: NM PRAMS and Vital Records (VR), from NM residents with in-state birth, years 2001-2002. Estimates
may differ from VR report. "Lower" and "Upper" refer to the error margin of the 95% confidence interval; a
strikethrough indicates a large margin and the need to use the data with caution. Data available for 2979 of
3161 respondents, population=48821 of 52072.

By maternal characteristic Percent of women with adequate prenatal care

30.9 27.4 34.4
33.2 29.6 36.8
31.9 28.2 35.5
34.2 30.6 37.8
32.0 28.0 36.1

Central: District 1 urban
Northeast: District 2
Southwest: District 3
Southeast: District 4
Northwest: District 1 rural
Public assistance
No
Yes
Payer of prenatal care

34.2 32.1 36.2
251 21.8 28.5

37.7 30.9 44.5
30.2 27.6 32.8
34.3 31.2 37.4
29.4 24.5 34.4

IHS w/wo Medicaid/insurance ‘
Medicaid w/wo insurance; no |HS e —————

Insurance only
None

0 5 10 15 20 25 30 35 40 45 50 55 60 %  Lower Upper
All NM women . | 32.0 30.3 33.8

Age ! |
15-17 I e — ! 30.2 22.9 37.6
20-24 —— 1 335 302 367
25-34 EE—— 1 333 305 361
35+ —— 1 299 246 351

Ethnicity | |
Non-Hispanic White EEEE——— | 34.8 31.6 37.9
Native American I —— l 350 300 399
Hispanic White e | 29.6 27.2 32.1

Education | |
Less than high school I — | 27.4 24.1 30.8
High school S — | 31.9 28.8 35.0
More than high school I —— | 35.7 32.8 38.6

Marital status ! !
Married - ! 33.5 31.1 35.9
Not married O ; 30.3 27.7 33.0

Any previous live birth 1 1
No R —— ! 35.2 32.2 38.1
Yes —— : 301 27.8 323

Residence 3 3

I —— |

I — |

e — |

I —— |

I e !

e —— !

P — !

I e |

|

Factors Associated with APNCU: In a multinomial, multivariable analysis using data from
1997-2002, other factors were associated with APNCU. The following statements apply to the

model comparing inadequate with adequate utilization.
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Inadequate utilization was less likely among women with a third-party payer compared to
those with no insurance; or for women with preconception care paid by insurance compared to
those with neither Medicaid nor insurance.

Inadequate utilization was strongly associated with lack of childcare or transportation.

Women were also more likely to underutilize PNC if they

did not want the pregnancy, had less than a high school education, did not participate
in prenatal WIC, were unmarried or of Native American ethnicity; or had an annual family
income under $23,400, experienced the stress of unpaid bills or had one previous live birth.
Evaluation of Late or No Care from NM PRAMS: For years 2001-2002 combined, late or no
prenatal care was associated with maternal age, ethnicity, education, marital status, residence,
use of public assistance and payer of prenatal care Adequate utilization of PNC was only
associated with maternal education or use of public assistance. 59.3% (£3.4%) of women with
late or no prenatal care said they started as early as desired. Among those who started late, the
main reasons were not knowing they were pregnant (36%), lack of money or insurance (30%) or
inability to get an appointment (26%).

A high proportion of prenatal care and/or delivery is paid by Medicaid.

Medicaid Paid Prenatal and/or Delivery, Number and Percent Medicaid Clients
Percent NM Occurrent Births, by Race & Ethnicity, 10/2003 to 9/2004 4
18,000 100% E
16,000 | 2
£ 14,000 5 ©
c ) T T 75% =
2 12,000 | 5
2 10,000 g
S ’ T 1 o O
é 8,000 + 0% o
S 6000t =
Z 4,000 T25% %
2,000 1 . £
0 - - - - - = 0% o
Caucasia| Hispanic American Asian [
All Races| n (Non- |(Hispanic Indian (plus Black o
Hispanic | White) Pacific
B Number Clients 17,068 3,923 9,630 3,106 65 278
—&— Percent of NM Occurrent | 61.0% | 20.3% | 66.6% | 80.4% 15.7% | 55.9%
Births

Data Source: Medical Assistance Division, NM Human Services Department
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Healthy People 2010 has a general goal to increase the percent of people who receive appropriate
counseling about health behaviors. Many studies show that a health care provider’s advice and
counsel can be highly valued ~ even lead to improvements. In prenatal care this is even more
true. The percent of women who reported that a provider talked with them about key topics in
2001-2002 is summarized:

Most women (more than 80%) recalled talking about breastfeeding, safe medicines,
postpartum birth control, tests for birth defects, management of early labor or getting an HIV
test;

fewer recalled discussing maternal alcohol use (74%), smoking (73%),

even fewer reported discussing sensitive topics of illegal drugs (68%) or partner abuse
(48%);

finally, only 56% were counseled about use of seat belts in pregnancy although motor

vehicular crash is the leading cause of death in pregnant women in NM.

Motivation to use PNC appears to be an issue, given that more than half of women with late
prenatal care said they started as early as desired. The Centering Pregnancy Program can
encourage pregnant women’s interest in PNC. Offered in several NM sites, this approach
empowers women and develops support networks through group sessions. Professionally
facilitated group meetings complement standard clinical visits. Women engage in self-care
activities of recording their own weight and blood pressure, estimating gestational age and
discussing topics related to pregnancy, childbirth, parenting and personal growth.

Strategies to increase access to care include supporting Certified Nurse Midwives and Licensed
Midwives, who attend more than one third of the deliveries in New Mexico. Current liability
insurance requirements jeopardize the availability of their services. During the winter of 2005,
bills (SB5, SB292, SB419) that died in committee were introduced to cover midwives’ risk
insurance.

The “safety net” for uninsured women includes Medicaid, primary care clinics, NMDOH Public

Health offices offering prenatal care, and a fund that pays specialty providers to care for

medically indigent, high-risk women. Medicaid pays for approximately half of NM deliveries.13
Pregnant women whose family income is at or below 185% of poverty may apply for pregnancy-

related Medicaid, which covers medical conditions related to the pregnancy, delivery, post-
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partum and family planning. For pregnant women in Medicaid Category 35, 14 two of the three
managed care organizations (Lovelace and Molina) also provide comprehensive care. Timely
prenatal care is facilitated by Presumptive Eligibility Medicaid On Site Application Assistance,
which permits application for Medicaid in the provider’s office or clinic. Prenatal care support
services include case management for Medicaid clients through Families FIRST. The WIC

nutrition program is reported to be the point of entry into prenatal care by many providers.

WIC nutrition services during pregnancy

Source: NM PRAMS and Vital Records, from NM residents with in-state birth, years 2001-2002. "Lower" and "Upper" refer
to the error margin of the 95% confidence interval; a strikethrough indicates a large margin and the need to use the data
with caution. Number of respondents=3161, referring to population size=52072.

By maternal characteristic Percent of mothers with any prenatal WIC services

0 10 20 30 40 50 60 70 80 90 100 % Lower Upper
All NM mothers - 56.3 544 581
Age o o
15-17 e 81.3 75.0 87.7
18-19 1 e 78.3 73.1 83.5
20-24 S —— 67.5 643 707
25-34 I —— | 44.8 42.0 47.7
35+ T e—— | 35.0 29.6 40.4
Ethnicity ! ! ! ! !
Non-Hispanic White —— : 344 31.4 37.4

Native American 729 68.3 77.5

Hispanic White I —— | 67.3  64.8 69.8
Education | | | | | |

Less than high school L S | 77.6 74.4 80.8

High school I — | | | 64.8 61.6 68.0

More than high school I—— | ! ! ! 32,9 30.2 35.6
Marital status | | I I | | |

Married EEEEE——— L | 4.4 390 438

Not married e — | 734 709 76.0
Any previous live birth | | | | | | |

No EEE——— ; 579 549 608

Yes F— : : : 55.6 53.3 58.0
Residence [ [ [ [ [ [ [

Central: District 1 urban S — C | 460 424 497

Northeast: District 2 I —— | | | 53.9 50.1 57.6

Southwest: District 3 I — | 67.8 64.2 71.3

Southeast: District 4 - | | 68.3 64.8 71.7

Northwest: District 1 rural P— ! ! ! 60.9 56.8 65.1
Public assistance [ [ [ [ [ [ [

No I —— L | 48.1 460  50.2

Yes | 82.8 79.8 85.8
Payer of prenatal care | | | | | | |

IHS w/wo Medicaid/insurance - | 71.0 64.8 77.2

Medicaid w/iwo insurance; no IHS e ——— ! 78.3 75.9 80.6

Insurance only - [ [ [ [ 20.9 18.3 23.5

None e —— l 681 632 729
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The WIC Program is highly valued not only because it provides checks for healthy foods, but

also for nutrition counseling and education and referrals to other services.

Characteristics of the WIC population among women who had a live birth from NM PRAMS are
presented on the previous page. As will be seen immediately by the reader, WIC serves the
pregnant women in most need of supportive services. As the state works to develop approaches
for strengthening home visiting services, the WIC clinics may be the most effective venue to
make contact with pregnant women who may benefit most from comprehensive home visiting
services. WIC does receive discretionary funding related to home visiting to support

breastfeeding mothers and infants.
The NM Prenatal Care Taskforce increases PNC utilization through evidence-based strategies.

This group has been active in supporting midwives and in developing innovative approaches for

promoting prenatal care, and improving the quality of care that women receive.
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THE HEALTH OF PREGNANT WOMEN AND MOTHERS

MATERNAL MORTALITY IN NEW MEXICO

Status and trends 1990-2003 from maternal mortality reporting, NM Vital Records & Health
Statistics were reviewed. The NM maternal mortality rate (MMR) has fluctuated greatly, due to
the small numbers of maternal deaths in recent decades. Overall the NM rate has been higher
than the national rate except for years 1987 and 1997. This presentation is in two parts because
of the change in 1999 from the ICD-9 codes and MMR definition to the ICD-10 codes and new
MMR definition.

Maternal Mortality, 1989-1998 Using the ICD-9 Reporting Definition: Maternal mortality
statistics included deaths attributed to complications of pregnancy, childbirth and puerperium
that occurred within 42 days of pregnancy, according to guidelines set forth by CDC’s National
Center for Health Statistics. Numbers ranged from 1-9 deaths, rates varied from year to year.

1990 was an outlier for the state with the highest rate on record since 1977.

Maternal Mortality Numbers and Rates, NM 1990-1998 Using The ICD 9 Reporting Definition

1989 1990 [1991 (1992 |1993 1994 1995 (1996 [1997 |1998
Annual Rate 10.8 329 (108 |7.2 7.2 18.1 1.1 11 3.7 11
Number 5 9 3 2 2 5 3 3 1 3

Number live births 27,265 27,318 27,783 27,910 27,831 [27,585 26,914 27,216 (26,844 27,294

5 Year Average | . . . 13.78 (1524 [10.88 |10.92 [10.22 [10.98

Source: New Mexico Vital Records and Health Statistics

Between 1989-1998 there was variability in rates; the average annual rates decreased by —2.77%

from 13.78 to 10.98 per 100,000 live births.
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Maternal Mortality in NM Using ICD-9 Reporting,
Numbers, Rates and a 5 Year Average Trendline, NM 1989-1998

Number Deaths Rate/100,000 Live Births
10 35
+ 30
81
+ 25
61 120
41 + 15
+ 10
24
+5
0 - -0
1989 (1990|1991 | 1992 | 1993 | 1994 | 1995 | 1996 | 1997 | 1998
I Number 5 9 3 2 2 5 3 3 1 3
—e— Annual Rate | 10.8 (329|108 | 7.2 | 7.2 | 181|111 | 11 | 3.7 | 11

Source: NM Vital Records and Health Statistics
Maternal Mortality, 1999-2003, Using the ICD-10 Reporting Definition:

In 1999, the state shifted from the ICD-9 to the ICD-10. Deaths from any cause related to or
aggravated by the pregnancy or its management, but not from accidental or incidental causes
were included in maternal mortality. ICD-10 codes applied included A34, O 00- O 95, O 98-
099. Numbers ranged from 5-8 deaths, with variability in rates due to the small numbers.

In 2002 (most current comparison data available) the NM rate of 21.7 was 2.5 times the national
rate of 8.9 maternal deaths per 100,000 live births. Great caution must be used when interpreting
this comparison due to the relatively small number of NM deaths and births and the
disproportions in the data. There were over 4 million live births in the US in 2002; NM
comprised 0.7% of the nation’s live births. Of 357 maternal deaths reported in 2002 for the
nation, there were 6 in NM or 1.7% of the total, 2.43 times the ratio of NM births to US births.

Maternal Mortality Numbers and Rates, NM 1999-2003, ICD-10 and Revised Reporting Definition

ICD-10 1999 2000 2001 2002 2003 5 Year Mean
Rate 18.4 29.4 22.1 21.7 18 21.92
INumber 5 8 6 6 5 6

INumber live births 27,133 27,206 27,101 27,708 27,799 27,389

Source: New Mexico Vital Records and Health Statistics
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Maternal Mortality in NM Using ICD-10 Reporting:
Numbers, Rates and a Linear Trendline, NM 1999-2003

Number Deaths Rate/100,000 Live Births
10 35

+ 30

+ 25

+ 20

+ 15

+ 10

1999 2000 2001 2002 2003
[ Number 5 8 6 6 5
—o— Rate 18.4 29.4 221 21.7 18

Source: New Mexico Vital Records and Health Statistics

The distribution of deaths by maternal age or by maternal race-ethnicity suggest that disparities
in NM mirror the national profile. Of a total 17 deaths in period 2001-2003, racial differences
were reported: 5 Non-Hispanic White (29.4%); 9 Hispanic White (52.9%); 0 Black and 3 Native
American (17.6%). The greatest risks were among teens 15-19 (4 deaths) and women over 35 (7
deaths). Even though numbers are small, most maternal deaths are preventable and NM has used
the maternal mortality review process to attempt to address reducing the risks.
MATERNAL MORTALITY REVIEW (MMR)
From 1996-February 2004, the MCH Epidemiology Program sponsored and convened the NM
MMR process. The MMR committee and staff developed a summary of key issues in maternal
mortality for the period 1996-2000. The data are based on deaths that occurred during pregnancy
and up to 365 days after the end of the pregnancy:

Motor vehicular crash deaths comprised 34% of all maternal deaths in the defined period

79% of women were not wearing seatbelts, although the report does not distinguish
whether during or after pregnancy.

12 intentional injury deaths and one drowning were reported.

17 non-pregnancy related natural deaths were reported.
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28 pregnancy related deaths were reported — 8 cardiac disease; 3 amniotic fluid emboli; 3
pulmonary emboli; 5 hemorrhage; 3 pregnancy induced hypertensive disease; 2 seizure; and one
each IDDM, asthma, venous sinus thrombosis and puerperal sepsis.

In the period 1999-2003, the committee published one provider alert on placenta accreta that was
published in the DOH Epidemiology Bulletin. The committee lost its staff in March 2004, no
further products aimed at prevention were completed. As described in the Grant Application of

2005, the Title V Program will reassess its capacity to continue MMR.

MATERNAL MORBIDITY
Maternal morbidity before, during and after pregnancy is a potential issue for NM. A
comprehensive assessment was not done for this report, however NM PRAMS provides

information about selected morbidities, as reported by the mother on the survey.

Selected Morbidity and Injury Prevalence and Estimated Total Number Affected
for a 3 total Year Period 2000 to 2003, From NM PRAMS

% * Number +
Had labor pains >3wk before due date (preterm -
early labor) 28.3 1.2 29,063 1,263
Had severe nausea, vomiting, or dehydration 27.2 1.2 27,934 1,243
Had a kidney or bladder (UTI) infection 19.6 1.1 20,118 1,104
Had high blood pressure (incl. Pre-eclapmsia or
toxemia or had edema) 17.3 1.0 17,783 1,051
Had vaginal bleeding 14.5 1.0 14,843 989
Had high blood sugar (diabetes) 7.9 0.7 8,143 752
Said their water broke > 3wk before due date
(PROM) 5.4 0.6 5,504 603
Hadplacenta problems (abruptio/previa) 5.3 0.6 5,446 627
Said the cervix had to be sewn shut (cerclage) 24 0.4 2,498 428
Were hurt in a car accident 2.2 0.4 2,288 419

The plus/minus sign shows the margin of error, derived from the 95% confidence interval

Preterm labor and low birth weight are costly: a recent study estimated that total expenditures for
preterm-labor hospitalization for the United States were in excess of $820 million. Recall that
the UNM Perinatal Center estimated that 10% of women at risk of a preterm delivery transferred

actually went home and delivered close to term.
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Some conditions reported by PRAMS would fit the definition of an ambulatory sensitive
condition — suggesting that had the woman been in prenatal care with ease of access to the
provider, an emergency room or hospital admission may have been averted. Most morbidity
resulted in an emergency room visit and/or bed-rest for 2 or more days. There are striking
similarities in the type of care used across the three morbidities presented below.

Urinary Tract Infection: Overall, 19.6% of mothers said they had a urinary tract infection, a

condition that is easily treated in a physician’s office however information.

Percent Mothers Who Reported Urinary Tract Infection and Type of Care Used,
From NM PRAMS, 2000-2003

50 437
40 1 31.8
301 19.6 18.8
20
10 - 3.1

0

Had a kidney or Went to Went to hospital Went to hospital Stayed in bed > 2
bladder (UTI) hospital/ER & & stayed 1-7 >7 days days: Dr/nurse
infection stayed <1 day days advice

Diabetes: Overall 7.9% of mothers reported having diabetes (not specified as to gestational or

pre-existing — the reasons for an emergency room visit are not clear.

Percent Mothers Who Reported Diabetes and Type of Care Used, From NM PRAMS 2000-2003

50

40 1 3258

30 | 27.2

18.7
20 -
10 | 7.9 5.2
0 ‘ ‘
Had high blood Went to Went to hospital Went to hospital Stayed in bed > 2
sugar (diabetes) hospital/ER & & stayed 1-7 >7 days days: Dr/nurse

stayed <1 day days advice

Hypertension — including symptoms of pre-eclampsia or edema. Overall 17.3% of mothers
reported this problem. Almost 40% went to an emergency room; and a similar number were

prescribed bed-rest.
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Percent Mothers Who Reported High Blood Pressure, Pre-Eclampsia, Edema and
Type of Care Used, From NM PRAMS 2000-2003
50
39.2 394
40
30
20.7
20 | 17.3
10 4.1
0 ‘ ‘ ‘ ‘ ‘
High Blood Went to Went to hospital & Went to hospital Stayed in bed > 2
Pressure, Pre- hospital/ER & stayed 1-7 days >7 days days: Dr/nurse
Eclampsia, Edema stayed <1 day advice

In the previous 5-year assessment period, an analysis of pregnancy morbidity was done using
HIDD data by Melissa Schiff, MD of the Dept OB-GYN at UNM. That analysis suggested that
many hospitalizations could be categorized as ambulatory care sensitive conditions with a need
to examine access to and use of medical care by pregnant women who were hospitalized for such

diagnoses as urinary tract infections, sexually transmitted diseases, and diabetic complications.

Obesity and pregnancy outcomes

The NM PRAMS Report, 2001-2002 describes risks. During pregnancy obese women have a
higher risk of complications related to high blood pressure or gestational diabetes, preeclampsia
and problems with delivery, including caesearean section. Even among glucose-tolerant women,
prepregnancy overweight and obesity are associated with hypertensive complications, cesarean
section and macrosomia (excessive birth weight, which is associated with delivery
complications). Risks to the infant include being large for gestational age (with increased risk for
hypoglycemia), stillbirth and early neonatal death. Maternal obesity is also implicated in birth
defects such as neural tube or congenital heart defects. The risk of certain defects increases

among women who are both obese and diabetic.
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Preconception (excessive) weight problem

Adults 21 years or older: obese or overweight. Adolescents: overweight or at risk for overweight. See Appendix for details.
NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval; a
strikethrough indicates a large margin and the need to use the data with caution. Number of respondents=3161,
population size=52072.

By maternal characteristic Percent of mothers with a preconception weight problem

0 10 20 30 40 5 60 70 80 90 100 o Lower Upper
All NM mothers - 1 300 372 408
Age 1
15-17 [ — | 17.4 11.5 23.2
18-19 — ; 19.9 14.8 24.9
20-24 —— ; 37.0 337 40.2
25-34 ——— 463 435 49.2
35+ S e— a4.7 39.1 50.3
Ethnicity !
Non-Hispanic White - : 31.9 28.9 34.9

Native American 55.2 50.1 60.3

Hispanic White 40.5 37.9 43.1
Education

Less than high school 33.5 30.0 37.0

High school 45.0 41.7 48.3

More than high school 374 34.6 40.3

Marital status

Married 40.0 37.5 42.4
Not married
Any previous live birth
No 304 27.6 33.2
Yes 44.6 42.2 46.9
Residence

371 33.6 40.6
35.1 31.5 38.7
371 334 40.8
401 36.4 43.7
48.3 44.0 52.6

Central: District 1 urban
Northeast: District 2
Southwest: District 3
Southeast: District 4
Northwest: District 1 rural
Had public assistance

No 36.5 34.5 38.6

Yes 46.8 42.9 50.8
Payer of preconception healthcare

Medicaid 38.6 34.1 43.0

36.5 33.7 39.3
39.3 36.3 42.3

Private insurance
Indian Health Service for PNC
None

\

| 37.9 35.1 40.6

Maternal obesity is predictive of childhood overweight. The relationship between a mother’s
obesity and her child’s risk for overweight has both biological and environmental implications.
Prenatally, a woman’s body composition helps determine the weight of her child from infancy
through adolescence. Some studies suggest that breastfeeding may also protect against childhood
and adolescent overweight. In 2002, 40% of New Mexico mothers had a weight problem before

pregnancy, and 9% of all mothers had either pre-existing or gestational diabetes.
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Both rates increased from 1998 when 33% had a weight problem and 7% had diabetes. In 2001-

2002, forty-one percent of Hispanic women and 55% of Native American women had a pre-

conception weight problem compared with 32% of non-Hispanic Whites. Among all ethnic

groups, women who received public assistance were more likely to have a weight problem than

women not receiving assistance (47% versus 37%). As expected, those with previous live birth

were more likely to have a weight problem.

Pre-existing or gestational diabetes

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;

a strikethrough indicates a large margin and the need to use the data with caution.  Number of respondents=3161,

population=52072.

By maternal characteristic

All NM mothers
Age
1517
18-19
20-24
25-34
35+
Ethnicity
Non-Hispanic White
Native American
Hispanic White
Education
Less than high school
High school
More than high school
Marital status
Married
Not married
Any previous live birth
No
Yes
Residence
Central: District 1 urban
Northeast: District 2
Southwest: District 3
Southeast: District 4
Northwest: District 1 rural
Had public assistance
No
Yes
Payer of prenatal care
IHS w/wo Medicaid/insurance
Medicaid w/wo insurance; no IHS
Insurance only
None

o

Percent of mothers who had pre-existing or gestational diabetes

10

G

8

%
8.1

49
4.6
10.1
154

5.5
14.9
8.1

8.9
71
8.3

8.5
7.7

6.7
9.1

74
9.5
8.6
6.1
10.2

7.5
9.9

11.0
84
6.2

10.6

Lower

7.1

2.2
3.2
84
11.4

4.0
11.2
6.6

6.8
5.4
6.6

7.1
6.2

5.1
7.7

5.5
7.1
6.5
4.3
7.6

6.4
7.7

6.9
6.9
47
7.3

Upper

9.1

7.7
6.1
11.9
194

6.9
185
9.5

11.1
87
9.9

9.9
9.2

82
104

9.3
11.8
10.8

7.9
12.8

87
121

151
10.0

7.8
14.0
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Women had higher rates of pre-existing or gestational diabetes when they were ages 25-34
(10%) and especially if they were ages 35 and older (15%) compared to 5% of younger women.
Higher rates were also observed for women with no payer of prenatal care (11%) or for Native
American women (15%).

Post-partum mental health, from “baby-blues” to serious depression, has not been evaluated and
NM recognizes there is a need to develop a methodology to do this. The prevalence of major or
minor post-partum depression ranges from 5 to more than 25%, depending on the assessment
method, the timing of the assessment and population characteristics (Perinatal Depression,
AHRQ Publication No. 05-E006-2, February 2005). The impact of depression on families and
infants can be tremendous. There is a need to develop an affordable and feasible approach to
estimation of this condition in NM to inform policy and resource decisions. Again, home
visiting programs that use public health nurses are critical to identification and early intervention

— particularly for mothers who are at high risk and somewhat socially isolated.

Additional analysis of PRAMS data may provide important insights into the morbidity profile
provided above:

time of entry to prenatal care,

age & educational level of mother,

insurance coverage during pregnancy, and

other factors.
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THE HEALTH OF NEW MEXICO INFANTS: INFANT BIRTH WEIGHT:

The Healthy People 2010 Goal is to reduce low birth weight (LBW - <2,500 grams) to no more
than 5% of all live births; and to reduce very low birth weight (VLBW - <1,500 grams) to no
more than 0.9% of all live births.

Compared to infants of normal weight, those born less than 2500 grams or 5.5 pounds are low
birth weight (LBW) and at an increased risk severed perinatal morbidity, infections, and the
longer term consequences of impaired development such as delayed motor and social
development. Studies have shown that LBW infants were more likely to have learning
disabilities and be adversely affected in the performance at school than children who were born
at normal birth weight. Infants of very low birth weight (VLBW) or less than 1500 grams or 3.3
pounds have a 25% chance of dying before age 1 year. Very low birth weight infants are more
likely to survive and thrive if they are born and cared for in an appropriately staffed and
equipped facility with a high volume of high-risk admissions. Between 1995-2003 in NM

the percent of LBW infants has been increasing gradually and the 3-year average 2001-03
of 8.1 was 1.6 times the Healthy People 2010 goal

the average annual rate of increase of the percent of LBW since 1990 was 0.014%

the percent of VLBW infants fluctuates year to year and the 3 year average of 2001-03
was 1.3 times the HP 2010 goal

the average annual rate of increase of the percent of LBW since 1990 was 0.019%

the reason for the increase in both LBW and VLBW is not well understood

Low Birth Weight & Very Low Birth Weight %, Singleton-Multiple,
New Mexico 1995-2003
0,
10 %
e ———— M
5 -
0
1995 1996 1997 | 1998 1999 | 2000 | 2001 | 2002 | 2003
—&— <2500 Grams All 7.5 7.5 7.8 7.5 7.7 8 7.9 8.03 8.4
—m— Singleton <2500 Grams | 6.59 6.42 6.83 6.53 | 6.457 6.8 6.8 6.46 6.9
<1500 Grams All 1.03 1.14 1.01 1.07 1.16 1.31 1.1 1.25 1.2
Singleton <1500 Grams | 0.92 0.91 0.85 0.90 0.94 1.1 1 1 0.9

Source: New Mexico Vital Records and Health Statistics
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Low Birth Weight: The numbers and rates for period 1994-2003, 2004* provisional, are

increasing; the annual average percentage increase was 0 .014% for this period.

Low Birth Weight, Number and Percent, NM 1995-2004*

2AOONumber Percent 8.6

2,300 +

2,200 +

2,100 +

2,000 +

1,900 +

1,800 - |

1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2,003 20p04

I BW Number | 2,017 | 2,041 | 2,086 | 2,042 | 2,078 | 2,180 | 2,147 | 2,224 | 2,345 | 2141
——LBWPercent | 75 | 75 | 78 | 75 | 77 | 80 | 79 | 803 | 84 | 7.8

Source: New Mexico Vital Records and Health Statistics

Very Low Birth Weight: The numbers and rates for 1994-2003, 2004* provisional, are

increasing, the annual percentage increase was estimated at .019% for this period.

Number
400

VLBW Infants, Number and Percent, NM 1995-2004*

Percent
1.4

350 +
300 +
250 +
200 +
150 +
100 +
50 +
O i

1995

1996

1997

1998

1999

2000

2001

2002

2003

2004

—e—Percent | 1.

B Number | 277 | 31

03 | 1.14

1| 271
1.01

293
1.07

316
1.16

357
1.31

301
1.1

347
1.25

319
1.2

303
1.1

Source: New Mexico Vital Records and Health Statistics
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There were disparities and interesting characteristics pertaining to the percent of LBW infants in

NM. Using the 2001-2003 average percentage:

LBW among Black infants was 1.5 times that of White Non-Hispanic infants

LBW among Hispanic White infants was not different from Non-Hispanic White infants

LBW among all Native Americans was 0.88 that of White Non-Hispanic Infants

LBW among the Native American tribal groups varied with Navajo infants having less

risk than all Native Americans; Pueblo and Apache infants were about the same as All Native

Americans

LBW by Race-Ethnicity, Average Percent for 2001-2003, NM

Non-Hispanic Hispanic

Black

American Indian

Asian Pacific Isl

0% LBW

8.07 8.23

11.83

7.13

6.73

Source: New Mexico Vital Records and Health Statistics

PERCENT LOW BIRTH WEIGHT

4 -
el NEW MEXICO
Excludes Unknown Age
24 = =A = UNITED STATES
|J.S. Source: CDC, National Center for Health Statistics, NVSR Vol. 52,
O L} L} L} L} L} L}

<15

15-19 20-24 25-29 30-34

MATERNAL AGE

35-39

40+

For period the 2001-2003 in
NM and 2002 for the US, the
percent of LBW by age of
mother was a U-shaped curve.
The 2001-03 average was 8.11;
groups with rates higher than
that included all teens under
age 20 and mothers age 35 and
older.

Infants of mothers who have no
source of payment for prenatal
care are at a much higher risk.
This report compares US-born

women with annual family
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income below $23,400 and a live birth from July 1997-December 2002. For these outcomes,

Medicaid women and their infants fared much better than women with no prenatal care payer.

Factor Mothers on Uninsured
Medicaid Mothers

Very Low Birth Weight — 0.9% 2.8%
Infants weighing <1500 gm. (31b. 5 0z.)

Low Birth Weight — 7.3% 9.7%
Infants weighing <2500 gm. (5 Ib. 8 0z.)

Very Premature Birth — 1.5% 6.2%
<32 completed weeks of gestation

Premature Birth — 10.8% 17.3%
<37 completed weeks of gestation

Hospital admissions for Newborn Intensive Care 8.7% 16.3%

Newborns hospitalized more than 6 days 6.4% 11.8%

Newborns hospitalized more than 2 months 0.1% 1.0%

Timely Prenatal Care 64.0% 42.5%

Prepared 2005 Jan.11 by Ssu Weng, tel. 476 8892, ssu.weng@doh.state.nm.us NM Pregnancy Risk Assessment
Monitoring System* 8872 in-state births to NM residents, July 1997-Dec. 2002

Birth weight

Uninsured mothers were more likely than Medicaid mothers to deliver an infant weighing under

400 grams: 2.8% [1.4,5.3] v. 0.9%[0.7,1.2].

High birth weight, which places infants and mothers at risk, was also more likely among
uninsured 7.7% [4.9,11.7]than Medicaid 5.5% [4.8,6.3] mothers.
The percentage of mothers delivering an infant weighing 401-2499 grams were 9.7%][7.2,13.0]

for uninsured v. 7.3%[6.6,8.0] for Medicaid mothers (these estimates overlap).

Premature birth before 37 completed weeks of gestation occurred among 17.3% 12.2,23.9] of
uninsured and 10.8%[9.6,12.0] of Medicaid mothers.

Birth before 33 weeks is even more costly; 6.2% [3.8,10.1] of uninsured mothers and 1.5%
[1.2,1.9] of mothers paid by Medicaid delivered this early.

Admission to newborn intensive care occurred among 16.3%][11.5,22.5] of uninsured and 8.7%

[7.7,9.9] of mothers paid by Medicaid.
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Newborn hospitalization exceeded 6 days for 11.8% [8.1,16.9] of uninsured v. 6.4% [5.5,7.4]
of Medicaid mothers. At 2 to 6 months after delivery, 1.0%[0.3,3.8] of uninsured mothers'
infants v. 0.1% [0.0,0.1] of Medicaid mothers' infants remained in the hospital.

Timely prenatal care was much less likely among uninsured 42.5% [34.4,50.9] than Medicaid
64.0% [61.9,66.1] women.

Uninsured women might enter prenatal care on time if they had financial access:
47.4%][39.0,56.0] said they did not start as early as they wanted, compared with 29.9%
[28.0,31.9] of Medicaid women.

The median treatment cost of delivery for very low birthweight infants (<1500 grams or <3
pounds) is almost $50,000, ranging from $32,000 for infants weighing 1251-1500 grams to
almost $90,000 for infants at 501-750 grams. This is more than $1,000 per day, with a median
length of stay of 49 days (Rogowski 1999). Low birth weight can account for 10% of all health
care costs for children (Lewitt et al, 1995).

LBW infants include pre-term infants, infants with intrauterine growth retardation and infants of
multiple gestations. While factors that actually cause preterm labor are less understood; those
that are associated with prematurity and low birth weight include

Maternal age, both very young under 20 years and older than 34 years

Poverty

Smoking and substance use

Multiple births (twins or higher)

A previous preterm birth or spontaneous abortion

Low pre-pregnancy weight

Inadequate maternal nutrition & prenatal weight gain

Untreated infections including STDs or other vaginal infections and destructive
periodontal disease

Ongoing, severely stressful living associated with the burdens of low socioeconomic
status and racism (increasingly recognized as predisposing to preterm delivery)

No prenatal care, late entry to prenatal care

Strategies and services to reduce preterm delivery and intrauterine growth retardation are
comprehensive and focused: prenatal care, prevention of smoking, alcohol and substance abuse,
screening and treatment for gingivitis, vaginitis, sexually transmitted diseases and urinary tract
infections, nutrition education, nutrition supplementation for low income women, decreasing
racism, comprehensive health care for pregnant women, cultural competence in providers and

others, reduction of poverty, domestic violence, supportive employment policies, avoidance of
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toxic substances at work and elsewhere, education and support to avoid overexertion and

elevated core temperatures, sex education and support for avoidance of unplanned pregnancy.

ooooooooo
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NEW MEXICO 8.13
PERCENT OF LOW BIRTH WEIGHT

- 0.00 - 7. 53@ 8.29 - 8.99
QUARTILES
754—828 9.00 — 15.79

There were 8 counties in NM
that had LBW rates between 9-
15.79%, higher than the state
average of 8.11% for the period
2001-2003.

All have a high proportion of
Hispanic births and some have
high altitude areas well over a
“mile high”.

Seven counties had rates
between 8.29-8.99% and were
located scattered through out

the state, including Bernalillo
colintv with ahoiit 1/3 of the

The perinatal periods of risk (PPOR) process could help NM to pinpoint interventions to

address not only low birth weight but also infant mortality.

PPOR findings from vital

records files could be enhanced by the newly produced NM PRAMS estimates for risks

associated with these outcomes.
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LOW BIRTH WEIGHT BIRTHS (<2500 grams)
NUMBER AND PERCENT BY COUNTY OF RESIDENCE
NEW MEXICO RESIDENT LIVE BIRTHS 2001-2003

COUNTY 2003 2002 2001
No. % No. % No. %
NEW MEXICO 2,345 8.4 2,224 8.0 2,147 7.9
CIBOLA 42 10.2 25 7.0 35 8.0
BERNALILLO 778 9.0 708 8.1 671 8.0
MCKINLEY 119 8.6 116 8.7 128 9.7
1 SAN JUAN 145 7.4 134 6.8 116 5.9
TORRANCE 13 7.3 11 6.3 13 6.3
SANDOVAL 93 7.3 96 7.3 103 7.9
VALENCIA 67 6.7 77 8.1 85 8.5
COLFAX 23 15.2 20 11.7 18 10.5
SAN MIGUEL 38 11.1 48 12.2 42 11.1
H TAOS 42 11.0 40 114 29 7.4
E RIO ARRIBA 65 9.4 59 8.6 70 10.2
A 2 SANTA FE 154 9.3 126 7.8 107 7.0
L MORA 4 9.3 6 13.0 2 3.8
T LOSALAMOS 10 5.5 19 9.5 19 11.2
H UNION 2 3.7 4 8.5 3 7.0
HARDING 0 0.0 0 0.0 0 0.0
D SIERRA 15 12.6 10 9.8 5 48
I HIDALGO 8 12.3 3 4.9 5 7.1
S GRANT 34 10.1 30 7.7 30 7.7
T 3 LUNA 36 9.2 38 9.5 21 5.3
R OTERO 72 8.3 62 7.0 64 7.6
I DONA ANA 223 7.0 240 7.8 236 7.9
C SOCORRO 13 6.0 9 43 20 83
T CATRON 1 5.0 4 16.7 2 7.7
S
DE BACA 2 11.1 2 10.0 5 26.3
CURRY 85 9.9 65 7.8 67 8.8
GUADALUPE 4 9.5 5 7.5 6 10.7
LINCOLN 21 9.3 21 9.6 15 7.1
4 LEA 84 8.8 78 8.6 67 7.4
CHAVES 74 8.0 81 8.3 71 8.1
QUAY 8 7.8 7 6.7 7 6.2
EDDY 55 7.5 53 7.2 67 8.6
ROOSEVELT 15 4.8 27 8.4 18 6.1

NOTE: Percents based on less than 20 events may be statistically unreliable — interpret with
caution. From NM VRHS Annual Report, Table 2.6



HiGH BIRTH WEIGHT (HBW) OR BIRTH WEIGHT 4,000 GRAMS OR GREATER
In 2003, 6.1% of NM resident births were HBW, somewhat lower than the 2002 US estimate of
9.2%. For NM, 6.1% translates to about 1,700 babies. HBW infants are at an increased risk for
health problems. Maternal overweight or obesity and maternal diabetes are associated with
HBW outcomes. For period 1998-2002, NM PRAMS found that:

36.5% of mothers had a high pre-pregnancy BMI

7.6% of mothers had diabetes
The NM PRAMS 2001-02 Surveillance Report summarized the key issues related to mothers
whose infants are at risk: During pregnancy obese women have a higher risk of complications
related to high blood pressure or gestational diabetes, preeclampsia and problems with delivery,
including caesarean section. Even among glucose-tolerant women, prepregnancy overweight and
obesity are associated with hypertensive complications, cesarean section and macrosomia
(excessive birth weight, which is associated with delivery complications). Risks to the infant
include being large for gestational age (with increased risk for hypoglycemia), stillbirth and early
neonatal death. Maternal obesity is also implicated in birth defects such as neural tube or
congenital heart defects. The risk of certain defects increases among women who are both obese
and diabetic. An example of a discussion briefing used by the Prenatal Care TaskForce is shown
here, to illustrate the kinds of issues that are being addressed by that task force.

Costs- Perinatal Care: Nearly four million babies are born in the United States each year. Many
of the high costs associated with poor pregnancy outcomes are preventable and unnecessary.
Delivery Costs:

Costs for complicated births range from $20,000 to $400,000 per baby, compared to about
$6,400 for a "normal" uncomplicated delivery (Laman and King, 1994).

Some complicated pregnancies require that the newborn be delivered by cesarean section.
Cesarean delivery costs an average of $11,450 in comparison to $7,090 for an uncomplicated
vaginal delivery (Mushinski, 1998).

Among the 20 states with at least 150 uncomplicated cesarean births (83% of total births),
average total charges ranged from $14,470 in New York to lows of $8,820 in Ohio and $8,870 in
Tennessee in 1996. Total charges differed by as much as 64% among the study states
(Mushinski, 1998).

Vaginal births after a previous cesarean (VBAC) in the United States costs an average of $7,730
(Mushinski, 1998).

An overview of costs for two leading contributors to infant mortality and morbidity (birth defects
and prematurity/low birthweight) in the United States are described below:
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Birth Defects

Birth defects can result in high costs in human suffering, medical costs, non-medical costs for
special education, rehabilitation, and other services.

The estimated lifetime costs for 18 of the most clinically significant birth defects in the United
States were $8 billion in 1992 (Waitzman et al., 1994).

The lifetime costs of specific birth defects ranged from $75,000 to $503,000 per new case.
Conditions with the highest costs per case include those with high levels of long-term activity
limitations: cerebral palsy ($503,000), Down syndrome ($451,000), and spina bifida ($294,000).

Low Birthweight/Prematurity

Babies born too small can require increased hospital and provider resource, including time in a
neonatal intensive care unit (NICU) at a cost ranging from $1,000 to $2,500 per day (Krebs,
1993). A severely ill newborn may spend several weeks or months in a NICU depending on the
complexity of the health problem.

The median treatment cost of delivery for very low birthweight infants (<1500 grams) is almost
$50,000, ranging from $32,000 for infants weighing 1251-1500 grams to almost $90,000 for
infants 501-750 grams. This is more than $1,000 per day, with a median length of stay of 49 days
(Rogowski, 1999).

Low birthweight accounts for 10 percent of all health care costs for children (Lewitt et al., 1995).
Health care, education, and child care for the 3.5 to 4 million infants and children from birth to
15 years born low birthweight cost between $5.5 and $6 billion more than they would have if
those children had been born at a normal birthweight.
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HiGH RISK MOTHERS AND NEONATES: ENSURING THAT HIGHER RISK MOTHERS AND
NEWBORNS DELIVER AT APPROPRIATE LEVEL HOSPITALS

NATIONAL PERFORMANCE MEASURE 17: The percent of very low birth weight infants

delivered at facilities for high-risk deliveries and neonates.

The Healthy People 2010 Objective is to increase the proportion of VLBW infants that
are born at a Level III or sub-specialty perinatal center from 73% in 1886-97 to 90% by
2010. The Title V MCH Block Grant guidelines direct states to monitor, assess and
address needs related to high risk pregnancies and deliveries, with focus on the needs of

low birth weight (LBW) and very low birth weight (VLBW) infants.

VLBW infants are more likely to survive and thrive if they are born and cared for in an
appropriately staffed and equipped facility with a high volume of high-risk admissions.
Perinatal High Risk Facilities and Systems in NM:

There are two “level III” tertiary centers for maternal-fetal and neonatal care,
UNM and Presbyterian in Albuquerque

UNM conducts maternal-fetal medicine outreach clinics Cuba, Dulce, Hatch, 2
sites in Las Cruces, Socorro, Silver City, Farmington, Roswell, Taos, Alamogordo,
Gallup and 2 sites in Albuquerque

In 2003 there were 291 very low birth weight infants; and 75.9% or 221 were

delivered at one of the two level III tertiary centers.

Since 1990 the state’s performance has improved from a 1990 low of 57% to the present
level over just over 70%. The perinatal center at UNM has a perinatology hotline for
consultations and assists in arranging transports from rural hospitals. In 2001, key factors
reported by the two perinatal centers included hospital barriers — some decline transfer

to Albuquerque centers; in the southeastern part of the state, hospitals prefer to use
perinatal centers in Lubbock and El Paso, both in Texas. The high altitude weather in
NM (the northern part of the state is over 5,280 or “mile high”) presents special problems

for fixed-wing aircraft and helicopters. In other areas, high winds >30 knots are
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prohibitive for safe transfer. Some rural areas do not have paved runways; in some rural

areas, runway hazards include no lights and animals grazing on the runway.

Very Low Birth Weight Infants, Born at Specialty Perinatal Centers in NM:
3-Year Average Number and Percent, 1990-2003, 2004 Provisional*
Number Percent
250 100
200 + 1 75
150 1
150
100 1
50 1 125
0 -0
1990- 1993- 1996- 1999- 2002-
1992 1995 1998 2001 2004
B Number Born at | 166 194 203 215 234
Center
—e—Percent Bornat | 61.7 67.1 69.3 66.3 72.5
Center

The UNM perinatal center works to build relationships and systems through education of
providers and consultations. The UNM perinatal center reported that 10% of maternal
transfers result in a delivery; the majority receive specialty care and go on to deliver at
term.

New Mexico Resident VLBW Births by State of Birth and Tertiary Status

90-92  93-95  96-98 99-00 Total
Total Born in other states 70 78 80 73 301
Total Born in NM 734 731 787 600 2852

- Total Born in Tertiary (Level II1) Centers 494 516 580 465 2055
- % Tertiary 67.3 70.6 73.7 77.5 72
*Tertiary status is available only for those born in NM

Between 1990-2000, there were 301 VLBW infants of NM resident mothers who were
transferred from the county of their mother’s residence to an out of state hospital, before
or after delivery. The majority were transferred from southern and south-eastern counties

to Texas; a few others were transferred to Colorado or Arizona.
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Schematic: County of Mother’s Residence of Infants Transferred

to Out of State Hospitals, 1990-2000

Colorado

San Juan Taos

McKinley Santa Fe
Albuquerque
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< =
Mexico Texas

There is a long history in NM of poor access to prenatal care and delivery for low income

— some migrant workers or immigrants — in the southeastern corner of the state.

Agenda for Assessment 2005-2009: There is a need to continue consultation with the
perinatal centers in Albuquerque to understand the present situation. The is also a need
for an evaluation of the outcome of live births that requires the linked birth — death file;
the most current linkage was completed for 2000 births. In the coming five year period,
the Title V MCH program will work with NM VRHS to evaluate the linked file for this
indicator. The most recent analysis of infant mortality using the linked birth — death file

was for years 1997-1999 and did not include this indicator.
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INFANT MORTALITY AND PERINATAL MORTALITY

Infant mortality is a critical indicator of a state’s wellbeing. The Healthy People 2010 goal is to

reduce the infant mortality rate (IMR) to 4.5 per 1,000 live births; the neonatal mortality rate to
2.9 per 1,000 live births; and the post-neonatal mortality rate to 1.5 per 1,000 live births.

The NM infant mortality rate (IMR) — as well as the neonatal and postneonatal mortality rates —

have been at or lower than the national rate since 1980 with the exception of 1994.

Infant Mortality Rate (IMR), Neonatal Mortality Rate (NNMR),
PostNeonatal Mortality Rate (PNNMR), 1960-1990 and 1998-2003, NM and US
35
30 -
25
20 -
15 -
10 -
0 ‘ ‘ ‘ ‘ ‘ ‘
1960 1970 1980 1990 1998 1999 2000 2001 2002 2003
‘ —&— US-IMR —— US-NNMR —&— US-PNNMR —i— NM-IMR —%— NM_NNMR —e— NM-PNNMR ‘
RATES
Infant Mortality Rates, Dicennial 1960-1990 and Annual Rates 1998-2003
1960 1970 1980 1990 1998 1999 2000 2001 2002 2003
US 26 20 12.6 9.2 7.2 7.1 6.8 6.8 7 NA
New
Mexico [33.2 21 11 8.9 7.1 6.8 6.8 6.4 6.1 5.4
Neonatal Mortality Rates, Dicennial 1960-1990 and Annual Rates 1998-2003
US 18.7 15.1 8.5 5.8 4.8 4.7 4.6 4.5 4.7 NA
New
Mexico |20.2 15 7 5.2 4.3 3.9 3.7 4 4.2 3.2
Post-Neonatal Mortality Rates, Dicennial 1960-1990 and Annual Rates 1998-2003
US 7.3 4.9 4.1 3.4 2.4 2.3 2.3 2.3 2.3 NA
New
Mexico |13 6 4 3.7 2.8 2.9 2.9 2.4 1.9 2.2
Source: New Mexico Vital Records and Health Statistics
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INFANT MORTALITY IN NM, BY RACE AND ETHNICITY:

Infant Mortality Rate Per 1,000 Live Births,
by Race-Ethnicity, NM 1995-2003
16
12 -
8 A
4 |
[ ] o——0—9»
0
1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003
—e— AllRace 6.0 6.2 6.1 7.1 6.8 6.6 6.4 6.1 5.4
—m— Non-Hispanic White 6.6 5.0 5.8 6.6 6.9 55 7.4 6.5 6.1
—#— Hispanic White 5.7 6.9 6.8 7.2 6.3 7.0 6.0 5.2 47
—e— Black 3.9 8.4 106 | 111 13.6 8.9 8.6 13.2 8.0
—¥— American Indian 71 6.5 8.3 7.4 7.7 7.4 6.8 7.2 6.5
—@— Asian-Pacific Islander 2.1 21 2.2 2.0 7.2 3.8

Source: New Mexico Vital Records and Health Statistics

In 1995-1997, the rate was between 6-6.2. Since 1998 the IMR decreased from 7.1 per 1,000
live births to an all time low of 5.4 in 2003. Between 1995 and 2003, 2004 provisional, the 3-
year average rate of decrease was 0.3%. Reducing infant mortality rates will require a

combination of many complex, inter-related factors:

The causal pathway for the leading causes, congenital malformations and complications
of low birth weight are complex with many unknown factors at this time

Focusing known prevention — folic acid supplementation, supportive treatment to reduce
substance use including alcohol, drugs and smoking cessation, preconceptional health care
including treatment of STDs and vaginal infections, and promoting infant sleep position )”’Back
to Sleep”) are well known, and could reduce mortality.

These interventions are critical not only to reduce infant mortality, but to improve
maternal and infant health outcomes.
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Rate-Ratios, Minority Groups Compared to White Non-Hispanic, 1995-2003

In the next table a rate-ratio more than 1.0 indicates a higher mortality rate for the group as
compared to White Non-Hispanic infants; a rate below 1.0 indicates a lower mortality rate for the

group as compared to White Non-Hispanic infants..

The mortality rate for Hispanic white infants was 1-1.3 times higher, in some years better
than Non-Hispanic Whites

The rate for Black infants was 1-2 times higher

The rate for American Indians was 1-1.3 times higher

Infant Mortality Rate-Ratios,
Minority Group : Non-Hispanic White, NM 1995-2003
Rate Ratic?-9
2.0
1.5
1.0 1
0.5
0.0
1995 1996 1997 1998 1999 2000 2001 2002 2003
—&— HispanicWhite : 1.2 0.7 0.9 0.9 1.1 0.8 1.2 1.3 1.3
NonHispanicWhite
—a&— Black:NonHispanicWhite | 0.6 1.7 1.8 1.7 2.0 1.6 1.2 2.0 1.3
—&— Americanlindian : 11 1.3 1.4 11 11 1.3 0.9 1.1 1.1
NonHispanicWhite

Source: New Mexico Vital Records and Health Statistics

Reducing these disparities requires attention to barriers of access to care and the need for
culturally appropriate health services for Black, Native American and Hispanic mothers. In 2005
the CDC website urges states to develop networks between health care experts and minority
communities to encourage healthy behaviors by pregnant women and parents of infants. At the
same time, there is a continued need for NM health care providers in private and public sector, to
become more acute in their sense of what is culturally relevant care — highly critical amongst the
gatekeepers who determine eligibility for care or who are the first to greet a woman into the

health care environment.
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Neonatal Mortality and Post-Neonatal Mortality: The Healthy People 2010 goals are to reduce
the neonatal mortality rate to 2.9 per 1,000 live births; and the post-neonatal mortality rate to 1.5
per 1,000 live births.

The leading causes of neonatal mortality in NM, 2001-2003 were

Disorders related to length of gestation and fetal nutrition
Congenital anomalies, deformations and chromosomal abnormalities
Maternal factors and complications of pregnancy, labor and delivery

The leading causes of postneonatal mortality in NM, 2001-2003 were
Sudden infant death syndrome
Congenital anomalies, deformations and chromosomal abnormalities
Later effects of disorders related to length of gestation and fetal nutrition

The rates in NM are above the 2010 goals — 2.9 for neonatal mortality and 1.5 for post-neonatal
mortality, and vary by race and ethnicity.

Neonatal and Post-Neonatal Mortality, By Race & Ethnicity,
Average Rate 2001-2003
8
Rate
6 -
4
. |_L
0 Non Hispanic |  Hispani Ameri Asian-Pacffi
on Hispanic ISpanic merican Slan-raciric
Al White White Black Indian islander
@ Neonatal 3.8 4.0 36 6.7 3.8 3.0
I Postneonatal 22 26 1.8 3.2 3.0 0.6

Source: New Mexico Vital Records and Health Statistics

The study “Infant Mortality in the State of New Mexico, Linked Births — Infant Deaths, 1997-
19987, NM VRHS, Published September 2003, provides insight into the needs of the state. This
study of linked data achieved an overall link rate of 93.4%; data findings were weighted to

compensate for underestimation.
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Risk Factors for Infant Mortality and Potential Strategies for Reducing Risks,
Based on Data from the 1997-99 Linked Birth Death Report of NM VRHS

Risk Factor |Rate Ratio Defined |Rate Ratio |Risk Reduction Potential

Gender of None known; this ratio is attributed to genetics and the structure of the Y

infant Male:Female 1.2 chromosome and other factors

Marital Status Single mothers are more likely to have less family support for care of new

of Mother infant; babysitters and partners often found to be a factor in infant deaths; Home

visiting services and safe-affordable child care for single mothers who must

Single:Married 1.4 return to work can reduce risks.

Edu_catlonal HiSchool or Lower educational rates are complex; some mothers are teens and haven't

attainment of Less:More than High icompleted school, others have less educational attainment; home visiting is

mother School 1.7 known to reduce this risk.

Age of mother Teen mothers have less maturity and lower social support levels; programs for
Less than 20:20-24 [1.2 parenting teens in schools and home visiting can reduce this risk.

Place of

;istls(:gg%?{y Rural: Urban 1.3 Issues of access to care are likely to be a factor for this disparity, including

limit emergency care and ease of access to primary care to address infant illnesses

or injuries.

Sm_oklng ISmoking cessation services and support in preconceptional, prenatal and post-

during partum periods are critical to reduce this risk. Home visiting can reduce this risk

pregnancy Smoke: No Smoke 1.5 as well.

Prenatal Care \Women who get no prenatal care are more likely to be either teen or older;
No Care: First some are immigrants; a complex factor to address because of association with
[Trimester 2.7 social determinants that keep some away from prenatal care.

Birth Weight Factors to reduce preterm/VLBW are not well established; more research is
\VLBW:LBW 16.8 needed.

Birth Weight Factors to reduce low birth weight do include smoking, alcohol and adequate
LBW: Normal Birth nutrition, including breastfeeding support for mothers. Some mortality may be
\Weight 70.5 associated with difficulties parents face in caring for LBW infants.

Neonatal Mortality from the linked study and potential for reducing risk

LEADING CAUSES OF NEONATAL
MORTALITY (NUMBER, RATE PER
100,000 LIVE BIRTHS) FROM LINKED

STUDY

POTENTIALS FOR
REDUCING RISK OF MORTALITY

Prematurity — low birth weight

(90 deaths,

Rate 110.4)

Preconceptional — prenatal prevention
initiatives described above. Birth at a
perinatal center that has high volume of high
risk births; survival depends on birthweight -

Congenital Anomalies

(78 deaths,

Rate 96.4)

Preconceptional health, use of Folic Acid, no
smoking, no drinking

Newborn Complications of Placenta,

Cord & Membranes

(24 deaths,

Rate 30)

Placenta problems may be diagnosed by
ultrasound; other complications often
unanticipated;

Respiratory Distress of Newborn

(15 deaths,

Rate 18.7)

Delivery at perinatal center; care at a
Neonatal Intensive Care Unit

Newborn affected by maternal
complications of pregnancy

(13 deaths,

Rate 16.1)

Birth at a perinatal center that has high
volume of high risk births
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Post Neonatal Mortality from the Linked Study and NM PRAMS: An analysis of infant death

that occured between 29-365 days in conjunction with NM PRAMS data on preconception —

prenatal health suggested some avenues for reducing the risks of death. An estimated 30% of

new mothers had positive behaviors with respect to the factors of the Healthy Birth Index based

on NM PRAMS data. While a study of attributable risk has not been done, nor has NM

conducted a Perinatal Periods of Risk (PPOR) process, it is reasonable to examine leading causes

of death with respect to the healthy birth factors. This chart is not inclusive of all potential risk-

reduction strategies. This analysis proposes raising perinatal health to a state priority.

LEADING NO HEAVY NO PHYSICAL

CAUSES OF NO SMOKING | OR BINGE USE | ABUSE BY

POST- USED FOLIC BEFORE, OF ALCOHOL | PARTNER HAD EARLY &
NEONATAL ACIDIN 3 DURING, BEFORE OR BEFORE- RECOMMENDED
MORTALITY MONTHS AFTER DURING DURING LEVELS OF
(NUMBER, BEFORE PREGNANCY PREGNANCY PREGNANCY PRENATAL
RATE) PREGNANCY CARE
SIDS Evidence

(Number 56, based

Rate 69.1)

Congenital

Anomalies Evidence Evidence Evidence Evidence
(Number 54, based based based based
Rate 66.8)

Unintentional

injury Evidence

(Number 24, based

Rate 29.4)

Prematurity —

low birth

weight Evidence Evidence Some Evidence
(Number 13, based based evidence based
Rate 15.8)

Assault -

homicide Evidence Evidence Evidence
(Number 9, based based based
Rate 11.7)
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Leading causes in this period have potential for further reduction by combined public health and
medical care initiatives::

SIDS: while SIDS rates have fallen, continued focus is needed on discouraging smoking
among new parents and safe infant sleep practices (sleep position and bedding). Home visiting
can reduce this risk, <10% of new parents get a post partum home visit.

Congenital anomalies: prevention of neural tube defects and cleft-lip and palate need
continued focus on use of Folic Acid in 3 months before pregnancy; some evidence indicates a
link between smoking and cleft-lip and palate. Preconceptional health initiatives are urgently
needed.

Unintentional injury: These deaths include motor vehicle crashes; other known injury
risks include suffocation (improper bedding and sleep arrangements). Home visiting can reduce
risk of injury deaths.

Prematurity, low birth weight: Preconceptional health initiatives may reduce some of the
risk. For those who have late or no prenatal care, the risk of infant mortality is 2.7+ times
compared to those who had care. Home visiting for preterm and low birth weight reduces risks.

Assault, homicide: Family violence is a NM priority; such homicides may be related to
immature care-taking of infants. Home visiting can reduce risks.

Sudden Infant Death Syndrome (SIDS):

SIDS is the 3 leading cause of all post-neonatal death for both NM and the US with comparable
rates in 2002 (NM 54.1 and US 55.2). SIDS numbers and rates have decreased significantly
from the 1980s, and continue to decrease from 1995-2003.

SIDS, Number of Deaths and Rate Per 100,000 Live Births
NM 1995-2003, 2004 Provisional

Number Rate
30 100
+ 80
20 + L 60
10 + - 40
- 20
0 - -0

1995|1996 | 1997 | 1998 | 1999 12000 | 2001 {2002 | 2003 |2003 |2004

I Number Deaths 21 21 16 | 26 | 12 | 13 | 15 | 15 | 14 | 14 | 17
—e— Rate/100,000 Live Births | 78.0 | 77.2 | 59.6 | 916 | 44.2 | 47.8 | 55.3 | 54.1 | 51.7 | 504 | 51.0

For infants who sleep prone (on stomach) the risk of SIDS 1s3.5-9.3 times higher than for infants

who sleep on their back. Maternal smoking with a 3.3-6.0-fold odds of SIDS is also a risk factor.
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Intensive local and statewide programs are associated with the decline. According to NM
PRAMS, the number of mothers who put their infants to sleep on their backs has increased from
45.3% in 1998 to 63.9% in 2002. An estimated 7% of mothers said their infant was regularly
exposed to smoke, translated to an estimated 1,700 exposed per year. The NM CFR program
found that educational targets need to include fathers, baby-sitters and infant day-care providers.
Home visiting is an excellent avenue for SIDS prevention education but too few parents are

reached.

PERINATAL MORTALITY:

The Healthy People 2010 goal is to reduce the death rate during the perinatal period to 4.5 per
1,000 live births + fetal deaths. The perinatal mortality rate comprises fetal deaths and early
neonatal deaths <7 days as a ratio per 1,000 live births and fetal deaths. NM statute requires
reporting of fetal deaths weighing 500 grams or more; prior to 1980 reporting was based on
gestational age <20 weeks.

The NM perinatal death rate was 5.95 in 2003. Between 1994-2003 the 3-year average percent
change in the perinatal mortality rate was —2.07%, a continuous decrease.

The 3-year average percent decrease for early neonatal deaths <7 days was —1.87%
The 3-year average percent decrease for fetal deaths was 1.5 times steeper than early
neonatal deaths, -2.81%

Perinatal Mortality, 3-Year Average Number and Rate
Per 1,000 Live Births and Fetal Deaths, NM 1994-2003

Number Rate
250 8.00
2007 + 6.00
150 +
+ 4.00
100 +
50 1 + 2.00
0 - - 0.00
1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003
B Number Perinatal Deaths | 202 | 203 | 188 | 177 | 172 | 176 | 179 | 168 | 166 | 165
—&— Perinatal Mortality Rate 723 | 7.37 | 6.87 | 6.53 | 6.27 | 6.33 | 6.40 | 6.07 | 6.06 | 5.96

Data Source: New Mexico Vital Records and Health Statistics

The numbers of events are shown below for those not familiar with the magnitude in New
Mexico.
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1992- [1993- [1994- [1995- |1996- {1997- [1998- [1999- [2000- [2001- bgp2-04
1994- 1995 1996 [1997 1998 1999 2000 2001 2002 2003 |Provisional

3-Year Average Number of
Early Neonatal Deaths
<7 Days 95 96 89 79 80 80 79 76 77 79 78

3-Year Average Number of
Fetal Deaths 107 107 199 98 91 96 100 92 89 81 85

3-Year Average Total
Number Perinatal Deaths [202 203 188 177 172 176 179 168 166 160 163

3-Year Average Total
Number Live Births and
Perinatal Deaths 27,882 [27,551 [27,338 [27,089 [27,208 [27,183 [27,307 [27,236 [27,427 [27,617 [27,746

Data Source: New Mexico Vital Records and Health Statistics

The fetal death rate in NM has been lower than the national rate for many years, including age-
specific rates. Comparisons with national rates are to be viewed with caution because of state-to-
state differences in fetal death definitions and the unknown degree to which fetal deaths are
under-reported. A multi-state collaborative study, to be released in fall 2005, may provide some
guidance in assessing this data (personal communication W.Sappenfield, June 2005). Leading
causes of fetal death in 2002 included 1) causes unspecified and unknown; 2) complications of
the placenta, cord & membranes; and 3) congenital anomalies. Leading causes of early neonatal
death included 1) disorders related to short gestation; 2) congenital anomalies; and 3) maternal

complications of pregnancy. The NM fetal death rate by age of mother is seen below.

Fetal Mortality Rate by Age of Mother, NM 2001-03 Average, U.S.
2002
16 136
.\ 11.8
12
8
4 n
0 ‘ 2.7 ‘ . ‘ 4 ‘ 29 ‘ ‘
<05 15-19 20-24 25-29 30-34 35-39 40+
—&— New Mexico 2001-03 —— United States 2002

Source: Fetal Mortality by Age Mother, NM Residents 2001-03 and US 2002; US data source final 2002
data from CDC/NCHS, NVSR, Vol 52, No. 10; featured in Figure 3.12, Page 71, NM VRHS Annual Report
of 2003

The leading causes of Infant Death, by Race-Ethnicity:
LEADING CAUSES —Infant Death Rate by Race Ethnicity
NEW MEXICO RESIDENTS 2001-2003 AVERAGE and United States 2001

90



UNITED STATES - ALL RACES

RATE/100,000 LIVE BIRTHS

TOTAL  MALE FEMALE
All Causes: 684.8 7521 614.4
Congenital Malformations 136.9 143.5 130.0
Disorders related to Short Gestation & Low Birth Weight 109.5 117.9 100.8
Sudden Infant Death Syndrome (SIDS) 55.5 64.0 46.6
Newborn affected by Maternal complications of pregnancy 37.2 41.2 33.1
NEW MEXICO - ALL RACES
All Causes: 605.0 671.7 536.4
Congenital Malformations 157.4 169.7 144.7
Disorders related to short gestation and Low Birth Weight 136.5 147.9 124.7
Sudden Infant Death Syndrome (SIDS) 54.1 60.6 47.4
Newborn affected by maternal complications of Pregnancy 29.5 33.9 24.9
Newborn affected by complications Placenta, Cord and Membranes 22.1 29.1 15.0
WHITE-Non-Hispanic
All Causes: 519.8 536.2 502.6
Congenital Malformations 137.4 173.9 99.0
Disorders related to short gestation and Low Birth Weight 111.4 123.2 99.0
Sudden Infant Death Syndrome (SIDS) 81.7 725 91.4
Newborn affected by maternal complications of Pregnancy 223 7.2 38.1
Newborn affected by complications Placenta, Cord and Membranes 14.9 21.7 7.6
WHITE-Hispanic
All Causes: 610.1 738.2 481.3
Congenital Malformations 155.0 164.6 145.4
Disorders related to Short Gestation & Low Birth Weight 142.5 164.6 120.3
Newborn affected by maternal complications of Pregnancy 37.5 49.9 25.1
Sudden Infant Death Syndrome (SIDS) 25.0 39.9 10.0
Newborn affected by complications Placenta, Cord and Membranes 25.0 34.9 15.0
BLACK
All Causes: 1,227.3 1,285.6 1,160.3
Disorders related to Short Gestation & low Birth Weight 540.0 4591 632.9
Sudden Infant Death Syndrome (SIDS) 196.4 275.5 105.5
Congenital Malformations 147.3 183.7 105.5
Newborn affected by complications Placenta, Cord and Membranes 147.3 91.8 211.0
Respiratory Distress of Newborn 49.1 91.8 0.0
AMERICAN INDIAN
All Causes: 681.5 678.9 684.3
Congenital Malformations 212.4 191.5 234.1
Disorders related to short gestation and Low Birth Weight 88.5 69.6 108.0
Sudden Infant Death Syndrome (SIDS) 70.8 69.6 72.0
Accidents (Unintentional Injuries) 35.4 17.4 54.0
Influenza & Pneumonia 35.4 34.8 36.0
ASIAN/PACIFIC ISLANDER
All Causes: 4721 360.4 595.2
Disorders related to Short Gestation & Low Birth Weight 283.3 360.4 198.4
Congenital Malformations 188.9 0.0 396.8

NOTE: U.S. mortality rates are per 100,000 live births and New Mexico infant death rates are per 100,000 population. NM rate numerators
are infant deaths for the years 2001-2003, divided by 3; rate denominators are the 2002 population under 1 year.

US Data Source: CDC NCHS, National Vital Statistics Reports; Vol. 52, No. 9; Population from Bridged-race population of US Census in
collaboration with NCHS, released January 2003.
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INFANT FEEDING, FEATURING BREAST FEEDING

National Performance Measure 11: The percentage of mothers who breastfed their infant at
hospital discharge

The American Academy of Pediatrics recommends exclusive breastfeeding for the first six
months; the Healthy People 2010 Goals for breastfeeding are initiation 75% and continuation to
6 months 50%. Increased breastfeeding could cut annual health care costs in the US by $3.6
billion. Breastfeeding affords health benefits to mothers and children as well as financial
benefits to families, employers and payers of health care. It protects infants against respiratory
and gastrointestinal illness, and may enhance cognitive development. For premature or low birth
weight infants, breast feeding affords crucial nutrients and protection against serious illness or
death in the neonatal period, and may be protective for SIDS. In the long term, it is associated
with healthy weight in children. Benefits to mothers include reducing risk of postpartum blood

loss, pre-menopausal breast cancer and ovarian cancer.

Percent NM Infants Ever Breast-Fed
by Year of Birth, 1998-2003
100%

75% - -\./l -——a—*8

50% -

25% 1 O/O\F — - —e

0%

1998 1999 2000 2001 2002 2003
=—¢—No 27% 32% 22% 23% 21% 17%
== Yes 73% 68% 77% 77% 79% 83%

Source: New Mexico PRAMS




In the time period 1998-2003, breastfeeding initiation increased steadily from 73% to 83%

(NSCH); and NM PRAMS reported similar point estimates and trends 1998-2002.

Initiation of breastfeeding

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;

a strikethrough indicates a large margin and the need to use the data with caution. Number of respondents=3161,
population size=52072.

By maternal characteristic Percent of mothers who initiated breastfeeding

0 10 20 30 40 50 60 70 80 90 100 %  Lower Upper
Age | L |
1517 I S S — 748 675 821
18-19 S S e 783 733 834
20-24 I S —— 75 766 83
25-34 S — 829 807 851
35+ I —— 83 811 895
Ethnicity | | | |
Non-Hispanic White | 84.5 82.1 87.0
Native American I 84.2 80.3 88.0
Hispanic White - 77.6 75.3 79.9
Education | | | |
Less than high school [ T 74.7 714 78.0
High school | 75.4 72.5 78.4
More than high school - 90.8 89.2 92.5
Marital status 1 o 1
Married S - 86.2 84.4 87.9
Not married S e — 75.2 727 77.7
Any previous live birth 1 o 1
No I - 847 824 87.0
Yes I - 79.0 77.0 81.0
Residence | L |
Central: District 1 urban e —— 818 788 847
Northeast: District 2 P — 863 836 890
Southwest: District 3 S —— 81.9 78.8 84.9
Southeast: District 4 e —— 705 670 74.1
Northwest: District 1 rural e —— 84.1 809 873
Public assistance | L |
No - 84.2 826 85.8
Yes I S 709 673 74.6
Payer of prenatal care 1 L 1
IHS wiwo Medicaid/insurance I —— 839 788 889
Medicaid Wiwo insurance; no IHS /s s s 744 720 769
Insurance only - 874 852 897
None e —— 86.1 822 90.0




Between 1998-2003, the NSCH reported an average 20.4% of those who initiated had continued

to 6 months. The National Immunization Survey reported that 39% (+5.6%) of NM children

Continuation of breastfeeding

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;
a strikethrough indicates a large margin and the need to use the data with caution. Number of respondents who initiated
breastfeeding=2546, population=40230.

Among mothers who initiated breastfeeding,
percent who continued at least 9 weeks

By maternal characteristic

0 10 20 30 40 50 60 70 80 90 100 %  Lower Upper
All NM mothers | 69.6 67.6 71.5
Age 1
15-17 | 504 414 594
18-19 | 65.1 58.4 71.7
20-24 | 62.8 59.1 66.5
25-34 1 76.3 73.6 79.1
35+ : 75.6 70.1 81.1
Ethnicity 1
Non-Hispanic White 1 738 707 769
Native American | 71.0 65.8 76.2
Hispanic White 1 660 630 689
Education |
Less than high school 1 624 582 66.7
High school 629 593 666

More than high school 78.0 75.4 80.7

Marital status

Central: District 1 urban
Northeast: District 2
Southwest: District 3
Southeast: District 4
Northwest: District 1 rural
Public assistance
No
Yes
Payer of delivery
IHS w/wo Medicaid/insurance
Medicaid w/wo insurance; no IHS
Insurance only
None

72.8 69.1 76.5
76.8 73.3 80.4
68.0 63.9 72.1
55.6 51.1 60.1
68.2 63.8 72.7

Married 1 753 729 776
Not married 1
Any previous live birth 1
No 1 681 650 712
Yes 710 684 735
Residence ;

.7 69.6 73.8
61.5 57.0 66.1

734 65.9 80.8
63.3 60.4 66.2
76.4 73.5 79.4
73.7 67.0 80.3

621 589 653
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were breastfed at 6 months. For infants born in 2001 or 2002, an estimated 26-28% were
breastfed up to 6 months, a more accurate reflection of NM status given the increases in
initiation. Promotion and support for breastfeeding is a high priority of the Title V MCH
program and the NM and Tribal WIC programs. An estimated 80+% of New Mexico mothers
initiated breastfeeding in 2003 according to the newly released National Survey of Child Health
(NSCH); NM PRAMS reported an estimated 81% for years 2001-2002.

The NM PRAMS report for births in 2001-2002 affords a more detailed assessment of factors
associated with breastfeeding initiation and continuation. Characteristics of mothers who
achieved less than the statewide estimate for initiation of breastfeeding of 81.1% (95% CI 79.5,
82.6) or for continuation to at least 9 weeks of 69.6% (95% CI 67.6, 71.5) were similar and
included: Only high school or less than high school education; Not married; On public
assistance or on Medicaid; NM Public Health District IV (southwestern quadrant of the state);
And, for continuation rate only, mothers age 20-24. Breastfeeding initiation and continuation in

NM was associated with being in school or working, part-time or full-time.

Breastfeeding Initiation & Continuation to 9 Weeks
if Mother in School or At Work, NM PRAMS 2001-2002
100%
75%
50%
25% | l
0% ;
Not at Work or School At Work or in School
O Never breastfed 16.1% 22.1%
O Intiated & continued <9 21.3% 28.3%
weeks
B Intiated & continued >9 62.6% 49.7%
weeks

Source: NM PRAMS
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The NM Breastfeeding Taskforce has worked extensively to address factors that interfere with
breastfeeding. The NM WIC Program increased its supply of breast-pumps and modified its
policy so that mothers on WIC returning to work soon after 2 weeks receive support to continue
breastfeeding.

In a survival analysis of PRAMS data, to be released in December 2005, Ssu Weng, MD, MPH
(medical epidemiogist in the NM MCH Epidemiology Program) examined breastfeeding and
WIC participation in NM. Provisional findings from this study found that among women with an
annual income under $23,000, women on WIC were less likely to be able to continue breast
feeding to 6 months than those who were not on WIC (44% WIC, 54% non-WIC). Findings were
adjusted for maternal age, education, ethnicity-race, smoking status, employment status, partner
support and infant birth weight. Given that in 1988, breast feeding initiation among WIC
mothers was ~46%, the progress made has been considerable (personal communication, J.
Peacock). The recent study emphasizes the critical nature of the WIC program’s efforts to

support breastfeeding for infants.
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INFANT HEALTH: EARLY INFANT CARE

Newborn Hearing Screening, an estimated 92% of newborns received hearing screening
before discharge from hospital, according to the program records.

Newborn Genetic Screening, an estimated 98% of newborns received genetic screening
before discharge from hospital, according to program records.

Well Baby Visits: an estimated 77% of newborn infants began well baby visits to a
doctor within the first 9 weeks after delivery in 2001-2002

Well-child visits

NM PRAMS, years 2001-2002. "Lower" and "Upper” refer to the error margin of the 95% confidence interval;

a strikethrough indicates a large margin and the need to use the data with caution. Data available for only 2812 of 3161
respondents, population=46093 of 52072.

Percent of mothers whose infant had an appropriate number
of well-child visits
10 20 30 40 5 60 70 8 90 100 %

By matemnal characteristic

o

Lower Upper

All NM mothers - 774 758 790
Age | |

1517 I S — 76.7 69.8 836

1819 e —— 763 708 817

20-24 —— 746 715 776

25-34 = 789 765 813

35+ e —— 810 763 86
Ethnicity

Non-Hispanic White  —————— 803 776 829

Native American e 631 580 683

Hispanic White ———— 783 760 806
Education : :

Less than high school I —— 709 674 745

High school D —————— 764 736 793

More than high school  ———————— 825 802 848
Marital status ! !

Married - 810 790 830

Not married I 731 705 757
Any previous live birth | |

No e — 807 782 82

Yes e 750 728 771
Residence | |

Central: District 1 urban e — 80.4 773 84

Northeast: District 2 e — 85 807 84

Southwest: District 3 —— 759 724 794

Southeast: District 4 e —— 811 781 842

Northwest: District 1 rural —— 619 576 663
Public assistance | |

No - 799 782 817

Yes —— 603 656 730
Payer of delivery 1 1

IHS wwo Medicaid/insurance L — 547 467 628

Medicaid Wiwo insurance; no [HS I =— 741 718 765

Insurance only L 86.1 838 885

None e — 742 679 804
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THE HEALTH AND WELL BEING OF MOTHERS, INFANTS AND FAMILIES: HOME VISITING

State Performance Measure 2: the percent of first time mothers and infants that receive support
services for parenting through community home visiting and related support programs

In today’s world there are increasing challenges of parenting and providing stable family life as
demonstrated by the following changes in family structure: an increase in teen and single parents
and those not prepared to parent their children; increased divorce rate; children spending less
time with their parents due to parent’s need to work; increased number of children in foster care
as result of unwanted pregnancy or substantiated child abuse-neglect. The high proportion of
young families who live with the burden of poverty creates even more burden (from state detail
performance measure description).

There are no Healthy People Goals regarding home visiting for expectant parents or parent(s) of
children age 0-3 years. Related objectives concern the need to increase the percentage of persons
who receive appropriate health counseling about health behaviors. A developmental goal (16.7)
is to increase the percent of new parents who attend parenting classes.

The NM state objective as developed in 2000 was to reach 14% of first time mothers; it was reset
to 26% for 2004. The state objective did not specify if the home visiting-parenting class goal
pertained to the prenatal or post-partum period.

The next pairs of graphs depict parenting classes and home visiting performance for NM, by

prenatal period and by women with no previous birth or women with at least one previous birth:

Parenting Classes - Home Visiting During
Pregnancy, Among Women with No Previous
Live Birth, NM 1997-2003

Parenting Classes - Home Visiting During
Pregnancy, Among Women with at least One
Previous Live Birth, NM 1997-2003

50% 50%

1 T

30% 1 ./.\.\.——-.—H 30% 4 - - — - - - -~ _______

20% 20%

0% 0%

10% |-

1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003
—@— Parenting Classes 30.9% | 33.4% | 32.3% | 29.9% | 30.3% | 30.2% | 31.3% —8— Parenting Classes 84% | 94% | 12.5% | 85% | 99% | 95% | 7.7%
During Pregnancy During Pregnancy
—&—Home Visiting During | 10.8% | 86% | 11.5% | 6.4% | 4.5% | 64% | 53% —a—Home Visiting During | 59% | 6.8% | 9.9% | 34% | 5.1% | 47% | 3.7%
Pregnancy Pregnancy
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In the prenatal period, NM continued far below the target of 14%. Mothers with at least one
previous birth were 3 times less likely to get these services.

In the post-partum period, the target for first time mothers was reached in period 1997-1999; and
since then there was a steep decline in home visiting, dropping to an all time low of 9.7.
Parenting classes have remained somewhat steady, reaching about 5% of the target population in

2003.

Parenting Classes - Home Visiting After Delivery, Parenting Classes - Home Visiting After Delivery,
Among Women with No Previous Live Birth, NM Among Women with at least One Previous Live
1997-2003 Birth, NM 1997-2003
50% 50%
40% 40%

30% - ————————— e — e —— ] 0%

20%
20%

10%

.___./I—I--.-—-I\. 10%
0%
1997 1998 1999 2000 2001 2002 2003

0%

—@—Parenting Class After | 39% | 5.0% | 6.9% | 69% | 59% | 7.0% | 53% 1997 1998 1999 | 2000 | 2001 2002 | 2003

Delivery —@— Parenting Class After | 4.5% | 2.6% 64% | 3.7% | 33% | 51% | 3.4%
—#&—Home Visiting After 16.8% | 15.0% | 20.3% | 11.8% | 11.0% | 11.7% | 9.7% Delivery

Delivery —A— Home Visiting After | 59% | 6.8% | 99% | 34% | 51% | 47% | 59%
Delivery

Home visiting is an evidenced based public health intervention that can have a significant impact
in the short term and the longer term. There is a large body of evaluation literature that describes
the characteristics of programs that have an impact; they are comprehensive with a frequency of
visiting tied to developmental needs of pregnant women and children 0-3 years of age. Short-
term impact includes improved birth outcomes, improved immunization rates, lower child abuse

or neglect, lower unintentional injuries, lower SIDS deaths, and related outcomes.

The data for NM on home visiting tell only if the new mother had at least one home visit or
participated in at least one parenting class in the prenatal period and in the post partum period up
to about 9 weeks.

As seen in graphs above, the proportion of women who reported having had parenting
classes or home visiting services and who had a live birth in period 1997-2003 was very different

among women who had at least one previous birth and first time mothers. First time mothers
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were three times more likely to get parenting classes; and were a little more likely to get home
visiting.

In both groups, the proportion that received a home visit between 1997-1999 was higher
than the years 2000-2003. The reason for this drop needs to be explored by program staff, with
respect to the availability of home visiting services - an inquiry that can be scheduled in the
2005-06 grant period if resources allow.

The bottom set of graphs shows that after delivery, home visiting services were used
more than parenting classes after delivery in both groups. Use of home visiting in this critical
period dropped off in years 2000-2003 as well.

For the period 2001-2002 (most current PRAMS data for this level of analysis), there were
selected groups who got more home visiting during pregnancy (statewide estimate of 5.1% ,
95%CI1 4.3, 5.9) and after delivery (statewide estimate of 8.5%, 95%CI 7.5, 9.5). This analysis
indicates that home visiting services are reaching a greater proportion of groups who

characteristically are at greater risk and need home visiting:

Selected Groups

Prenatal Home Visiting™

Post Partum Home Visiting™*

Statewide Estimate

51% (4.3,5.9)

8.5% (7.5,9.5)

Teens age 15-17

11.5% (6.3, 16.6)

17.5% (11.4, 23.5)

Native Americans

10.2% (7.3, 13.2)

13.2% (9.9, 16.5)

Northwest Public Health
Division Counties

8.8% (6.3, 11.3)

11.6% (7.3, 15.9)

Prenatal Care by I.H.S.

11.6% (7.3, 15.9)

14.6% (9.3, 20)

*Estimated Percent shown with 95% Confidence Interval in Parentheses)

Home visiting services vary according to the training of visitors and when visits are made

(prenatal or postpartum), duration, and frequency. Visitors include nurses, midwives, and

community health workers from private offices or organizations, and public agencies. Because of
early hospital discharges, these services are especially important. Home visit follow-up after 24-
hour discharge can save about $500 in net costs per infant (study in 1996).i Home visiting
programs, generally comprehensive in scope, can improve the home environment, or parenting”
or breastfeeding practices. il Some evaluations showed benefits such as deferral of subsequent
pregnancies, " increased maternal employment, prevention of child abuse;’ or decreased duration of
welfare use.” For low-income families, the cost of home visiting was recovered by less overall

vii

government spending of $180 per family (study in 1993.™ NM has few comprehensive programs. In
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NM border areas, promotoras visit pregnant and recently delivered mothers. Other known
programs include a limited number of visits for mothers served by Families FIRST, the Early
Head Start Program and selected initiatives of the former County MCH Councils.

Home visiting services: prenatal

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;

a strikethrough indicates a large margin and the need to use the data with caution. Number of respondents=3161,
population=52072.

By matemmal characteristic Percent of mothers with prenatal home visiting services
0 5 10 15 20 % Lower l_[}per
All NM women —— | 5.1 43 59
Age 1
1517 [ T 1.5 6.3 16.6
1819 e | 6.7 39 94
20-24 I | 4.3 31 55
25-34 ——— | 4.8 36 6.1
35+ [ — | 34 1.5 53
Ethnicity |
Non-Hispanic White —— | 33 21 44
Native American P S — | 10.2 7.3 132
Hispanic White — | 49 38 6.0
Education |
Less than high school N — | 7.7 58 97
High school ———— | 49 36 6.3
More than high school ———— | 35 24 46
Marital status |
Married ——— | 36 27 45
Not married e —— | 6.9 56 83
Any previous live birth |
No ——— | 55 42 6.8
Yes L — | 49 39 59
Residence |
Central: District 1 urban —— 1 35 22 48
Northeast: District 2 I 1 5.1 34 6.7
Southwest: District 3 - 1 71 50 9.1
Southeast: District 4 — 1 37 23 52

Northwest: District 1 rural I 1 8.8 63 113
Public assistance 1

No — : 45 37 54

Yes - : 71 52 9.1
Payer of prenatal care 1

IHS wiwo Medicaid/insurance _— 11.6 73 159
Medicaid wiwo insurance:; no IHS ~ TE==— 1 5.6 44 6.8
Insurance only —— 1 28 1.7 4.0
None - ! 6.6 41 9.1
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Home visiting services: postpartum

NM PRAMS, years 2001-2002. "Lower" and "Upper" refer to the error margin of the 95% confidence interval;
a strikethrough indicates a large margin and the need to use the data with caution. Number of respondents=3161,

population=52072.

By maternal characteristic Percent of mothers with postpartum home visiting services

All NM mothers
Age
15-17
18-19
20-24
25-34
35+
Ethnicity
Non-Hispanic White
Native American
Hispanic White
Education
Less than high school
High school
More than high school
Marital status
Married
Not married
Any previous live birth
No
Yes
Residence
Central: District 1 urban
Northeast: District 2
Southwest: District 3
Southeast: District 4
Northwest: District 1 rural
Public assistance
No
Yes
Payer of delivery
IHS w/wo Medicaid/insurance
Medicaid w/wo insurance; no IHS
Insurance only
None

o

5 10 15 20

W

25

30

%
85

17.5
11.9
7.9
7.0
7.8

6.9
13.2
8.5

11.6
8.6
6.2

6.6
10.8

13
6.8

74
1.2
10.4

4.6
10.9

7.5
1.7

14.6
9.2
6.7
8.0

Lower

7.5

11.4

8.1
6.1
5.6
4.8

5.2
9.9
7.0

9.2
6.8
4.8

5.3
9.1

9.4
5.7

5.5
8.8
8.0
3.0
8.2

6.4
9.2

9.3
7.8
5.0
4.7

Upper
9.5

23.5
15.8
9.8
84
10.7

8.5
16.5
9.9

13.9
10.4
7.6

7.8
12.4

13.3
8.0

9.3
13.7
12.8

6.2
13.6

87
14.2

20.0
10.7

84
11.3
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HEALTH OF NEW MEXICO CHILDREN

The newly released National Survey of Children’s Health is cause for much celebration
because it is the first state level, population-based surveillance of the health of NM
children and their parents. This section of the NM needs assessment will feature more
detail on some of the indicators found in this profile; the state has only begun to analyze
and use this new data.

An estimated 81.9% of NM parents reported their children to be in excellent or very good
health; nearly 8% had moderate or severe health problems. An estimated 36.6% of
parents had one or more concerns about their child’s learning, development or behavior.

National Survey of Children’s Health, 2003: New Mexico Profile

Children ages 0-17 National % State %
Overall Child % children whose overall health is excellent or very good 84.1 81.9
Health Status

Moderate or % children with health problems rated as moderate or severe by parents 7.9 8
Severe Health

Problems

Impact of Asthma % children with asthma whose families are greatly or moderately affected in some way 16.3 13.2

on the Family by child's health condition

Impact of Asthma % children affected by asthma during past year 8 8.1

Injury % children ages 0-5 with injuries requiring medical attention during past year 9.4 8.1

Missed School % school age children who missed 11 or more days of school in the past year due to 5.2 6.8

Days iliness or injury

Parents' Concerns % children ages 0-5 whose parents have one or more concerns about child's learning, 36.6 36.2
development, or behavior

Socio-Emotional % children ages 3-17 with moderate or severe difficulties in the area of emotions, 9.2 8.6

Difficulties concentration, behavior, or getting along with others

Breastfeeding % children ages 0-5 who were breastfed for any length of time 72.3 76.5

Child's Health Care

Current Health % children currently insured 91.2 90.4

Insurance

Consistency of % children currently uninsured or not insured for some period during the past year 14.9 16.9

Insurance

Coverage

Preventive Health % children with a preventive medical care visit in the past year 77.8 72.7

Care

Preventive Health % children with both a preventive medical care visit and a preventive dental care visit 58.8 55.3

and Dental Care in the past year

Mental Health % children with current emotional, developmental, or behavioral problems who 58.7 58.3
Care received some type of mental health care during the past year
Medical Home % children who have a personal doctor or nurse from whom they receive family- 46.1 39

centered, accessible, comprehensive, culturally sensitive and coordinated health care

Source: Child and Adolescent Helath Measurement Inititive (2005). National Survey of Children's Health. Data
Resource Center on Child and Adolescent Health. Website wwwww.nschdata.org, download June 2005

An estimated 58.7% of children with current emotional, developmental or behavioral
problems received some type of mental health care during the year. Additional analysis
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of the socio-emotional difficulties of young children will be critical to the planning work

of the NM Children’s Cabinet, those planning strategies to address mental health services
for school age children and youth, and the Title V MCH Program in 2006. Strategically,

the suicide prevention program is researching approaches to reduce the stigma associated
with seeking and receiving mental health care.

This next section provides selected information about activities, family life and the

neighborhood. The safety of the neighborhood from the NSCH was analyzed further in
the section on children’s safety.

National Survey of Children’s Health, 2003: New Mexico Prdfile

Children ages 0-17 National % State %

Child's School and Activities

Early Childhood % children ages 3-5 who regularly attended preschool, kindergarten, Head Start or 60.7 56.3

School Early Start during the past month

Adivities Outside %o children ages 6-17 who partidipate in one or more organized adtivities outside of 81 76.8

of School school

Repetition of % children ages 6-17 who repeated at least one grade in school 11.3 10.5

Grade

Staying Home % children ages 6-11 who stayed home alone during the past week 159 14

Alone

Child's Farily

Reading to Young % children ages 0-5 read aloud to by farmily members every day during the past week 47.8 429

Children

Household % children who live in households where someone smokes 2.5 27.3

Snoking

Religious Services %o children who attend religious services at least once a week 55.7 55.5

Mother's Health % children with nothers whose overall physical and mental health is excellent or very 58.9 533
dood

Child and Farily's Neighborhood

Supportive % children living in neighborhoods parents descaribe as supportive 814 78

Nei

Safety of Childin % children living in neighborhoods or communities parents fedl are usually or always 83.8 812

Neighborhood safe

Child CareIssues % children ages 0-5 whose parents had to meke different child care arrangerents in 33.2 36.7

the past nonth or a job change for child care reasons in the past year, or both

Source: Child and Adolescent Helath Measurement Inititive (2005). National Survey of Children's Health. Data
Resource Center on Child and Adolescent Health. Website www.nschdata.org, download June 2005

An estimated 60.7% of children age 3-5 attended some form of early childhood school; a
proportion a little higher than the nation at 56.3%. While child care is a critical topic for
the Early Childhood Comprehensive Systems project in NM, there was not sufficient
time before this needs assessment closed, to do further analysis.
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HEALTH OF CHILDREN IN NEW MEXICO: CHILD HEALTH INSURANCE
National Performance Measure 13: The percent of children without health insurance

The Healthy People 2010 Goal is to increase the proportion of persons with health
insurance to 100%.

Access to primary care, preventive care, and tertiary care often depends on whether a
person has health insurance . Uninsured people are less than half as likely as those with
insurance to have a primary care provider; to have received appropriate preventive care,
such as recent mammograms or Pap tests; or to have had any recent medical visits (CDC
MMWR 44 in 1995). Evidence suggests that lack of insurance over an extended period
significantly increases the risk of premature death and that death rates among hospitalized
patients without health insurance are significantly higher than among patients with
insurance. The National Health Interview Survey indicated that Medicaid expansions
that increase the proportion of a State’s population eligible for Medicaid lead to increases
in enrollment, enhanced utilization of medical services, and lower child death rates

(Reinhardt, NEJM 330:1994).

Children Under 200% of Poverty and Uninsured, United States and
New Mexico Compared, 1999-2003
60%
50% D
40% —
30% -
20% -
N _
0%
1999-2001 2000-2002
O US- Percent Child <200% FPL 38.1% 37.7%
ONM Percent Child <200% FPL 53.8% 50.9%
O US- Percent Child <200% FPL 7.9% 7.5%
and Uninsured
2 NM Percent Child <200% FPL 15.1% 11.0% 7.5%
and Uninsured

Source: Current Population Survey, US Census, www.census.gov.
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NM ranked among the worst five states for the highest proportion of children living at or

below the federal poverty level (FPL) for many years. Thus it is no surprise to see that

there are 1.4 times as many NM children at or below 200% of poverty than in the nation.

What is interesting is that the proportion of uninsured children in the nation was 7.5%

and did not change for period 1999-2003. On the other hand, while poverty levels

remained high in NM, the proportion of uninsured children decreased about 50% from
15.1% in period 1999-2001 to 7.5% in 2001-2003. In real numbers, in the five year
period of time, an estimated 27,000 fewer children were uninsured (81,000 in 1999-2001
period to 54,000 in the 2001-2003 period).

The Medicaid reports of June 2001-2004 indicated an average annual percent increase in
children enrolled of 6.6%. In June 2001 there were 223,290 children enrolled; in June
2003 the number was 260,500; an increase of 37,000 children. (Monthly Statistical

Reports, NM HSD).

In 2003, the National Survey of Children’s Health (NSCH) that found 9.6% or 48,134

New Mexico children age 0-17 had no insurance as compared to 8.8% of US children.

While the proportion of low-income and very poor children <200% of poverty in New

Mexico has not changed in over 10 years, it does appear that fewer of these children are

uninsured — and hence, have access to health care.

100.0%

80.0%

60.0%

40.0%

20.0%

0.0%

CPS 1995-2002 Children <19 and <200% FPL;

NPM 13: Percent Child Uninsured, Composite Two Data Sources:

NSCH 2003 All Children <18 and No FPL Restriction, New Mexico

Uninsured

1993- | 1994- | 1995- | 1996- | 1997- | 1998- | 1999- | 2000- | 2001- | 2003
1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | NSCH
B Percent Child <200% FPL 55.3% | 59.6% | 59.3% | 57.1% | 56.4% | 54.0% | 53.8% | 50.9% | 53.2% | 54.2%
OPercent Child <200% FPL and | 19.5% | 18.4% | 17.7% | 13.9% | 15.9% | 14.8% | 15.1% | 11.0% | 7.5% | 9.6%

Sources: Current Population Survey, US Census www.census.gov/cps and weighted
analysis of the NSCH data for NM
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The NSCH reported key differences in having any form of health insurance. While the
NSCH does not provide more localized data — such as by county or public health district

— it does describe disparities in coverage by age group.

Percent of Children with Any Form of Health Insurance,

by Age Groups, NM 2003

Age Chiild No Yes Don't Know
0-2 years 10.8% 89.2% 0.0%

3-5 years 6.1% 93.9% 0.0%

6-9 years 9.8% 90.2% 0.0%

10-13 years 11.1% 88.4% 0.5%

14-17 years 9.5% 90.5% 0.0%

All children 0-17 years [9.6% 90.3% 0.1%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

There were disparities in coverage by race and ethnicity, uninsured included

7% or 11,300 White children

10.2% or 25,330 Hispanic children, a rate that was 1.4 times White children

12.2% or 983 Black children

14.5% or 9,000 Other children - in the New Mexico sample of the NSCH this
group included Native Americans. The rate was 2.1 times that for White Children. It
would seem that Native American respondents in this group — all of whom are eligible for
Indian Health Services — did not consider I.H.S. to be a form of coverage in this survey.

Nearly half of NM children were covered by Medicaid or the state Child Health Insurance
Program (S-CHIP). An estimated 46.9% of all children were covered by Medicaid or the
state child health insurance program (S-CHIP); and 52.4% had some other forms of

coverage (health insurance, pre-paid plans such as HMOs).
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Children's Health Care Coverage by Medicaid or S-CHIP
or Other Forms of Coverage, by Age Groups, NM 2003

70%

60% T

50% -

40% -

30%

20%

10% -

0% -
0-2 years 3-5 years 6-9 years 10-13 years | 14-17 years | All Age 0-17

O Other Coverage 49% 40% 51% 54% 64% 52%
B Medicaid or S-CHIP 51% 59% 49% 43% 34% 46%
ODon't Know 0% 1% 0% 3% 2% 1%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

An estimated 16.9% of NM children age 0-17 were currently uninsured or not covered
for some period of time in past year compared to the US figure of 14.9%.

Of NM children who had current coverage, 7.96% reported gaps in coverage. An
additional 9.6% had no coverage at all. This figure approximates the national report of
NM data (16.9%).

Those whose coverage was Medicaid had 2.24 times the risk of not being covered at
some time in the past year compared to those with other forms of coverage (RR 2.24, ).
This data was collected in 2003, before Medicaid instituted rules that required re-
certification for eligibility every six months in (xx date). It is thought that the risk of gaps
increased during 2004-05.

Disparities in insurance in NM for 2003 were reported in the NSCH 2003; more analysis
is needed to understand these data and their implications for policy or program initiatives:

Children of parents not born in the US, and children not born in the US were more likely
to not have current health insurance in 2003. See section on immigrant health.

Between 11-14% of NM children age 0-17 were potentially eligible for Medicaid (<185%
FPL) or SCHIP (185-235% FPL) and were not covered by any form of health insurance.
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100.0%

Percent of Children with Any Form of Health Insurance
By Federal Poverty Level Groups, NM 2003

80.0%

60.0% -

40.0% ~

20.0%

0.0%

<185% FPL

185-<200% FPL

200-<400% FPL

>400% FPL

O No

11.5%

14.1%

8.5%

21%

M Yes

88.4%

85.9%

91.5%

97.9%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area

Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

In summation, it appears that child health insurance coverage has improved and may still
be improving as this report goes to press. Some of the key issues regarding health
insurance coverage are known to persist (abstracted from Who’s Uninsured in New
Mexico and Why? www.familiesusa.org and from qualitative information gleaned during
the needs assessment exercise):

Employer-based coverage for those who work in small businesses continues to be
unaffordable for the business or the employee. About 23% of New Mexicans worked for
small employers in 2000.

Service and labor jobs are less likely to provide insurance; about 63% of
uninsured workers hold such jobs, although they make up only 40% of the workforce.

Part-time workers are often not eligible, thus their children are affected.

Low wage workers are often not able to afford health insurance offered by the
employer.

People who lose their jobs often loose health insurance; the unemployment rate in
NM went from 4.8% in 1999 to over 6% in April 2005.

People —including children- with any pre-existing condition have to pay
significantly more for private insurance or may not be able to afford it at all.

Keeping current is a challenge — families who loose work or have decline in
income may not be aware they qualify for Medicaid or S-CHIP.
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The present 2005 policy to require re-certification every 6 months may begin to
show up in the data as a gap in coverage, or no coverage for those who may be
discouraged by the paperwork involved.

Immigration status imposes a 5-year delay from time of legal entry to the US for
children to apply for Medicaid or S-CHIP. Citizen children living in immigrant families
are eligible for Medicaid/SCHIP but may not enroll because of parents’ language
barriers, confusion about eligibility and program rules and fear of repercussions for using
public benefits (cited in Future of Children 2003 as well as direct observation by NM
public health staff)

Language barriers cause confusion about eligibility and program rules and in the
case of immigrants fear of repercussions for using public benefits

The increasing cost of medical care and hospitalization is a risk because it
discourages providers from accepting Medicaid children and families.

The proportion of children who had some coverage for dental care is less than the
proportion who had some form of health insurance, it is the first time such data has been
available so there are no trends. While over 70% of children had coverage, there are real
gaps in access. There are still too few dentists who accept Medicaid, and children in

smaller communities may have to travel over 100 miles to reach a dentist.

Percent of Children with Insurance that Helps Pay for Routine Dental Care By
Age Groups, NM 2003

100.0%

75.0% A

50.0% -

25.0%

0-2 years

10-13 years

14-17 years

All Ages

ONo
BYes

24.2%

72.2%

20.9%
76.9%

26.4%
71.0%

21.7%
76.2%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

110



ACCESS TO PRIMARY CARE, DENTAL CARE AND MENTAL HEALTH SERVICES IN 2004: Large areas
of New Mexico have health professional shortages that impact the population’s access to care.
These maps are included to aid the reader in identifying areas that are described as having poor
access for the population.
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2004 HPSA Mental Health
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HEALTH OF NEW MEXICO CHILDREN: MEDICAID & EPSDT

National Performance Measure 14: Percent of Potentially Medicaid-Eligible Children
Who Have Received a Service Paid by the Medicaid Program

Healthy People 2010: This measure is related to 1.4b, to increase the proportion of
children and youth age 17 years and under who have a specific source of ongoing care to
96% (baseline 93% in 1997); and to 1-6, to reduce to no more than 7% the proportion of
families that experience difficulties or delays in obtaining health care or do not receive
needed care for one or more family members.

The chart below summarizes NM performance on this indicator. A detailed discussion of
its component parts follows.

Medicaid: Potential Eligibles, Eligibles and Recipients, NM
Estimates FY01-FY04

100%

90% - :?3:_::
80% -

—&— % Potential Eligible Who
70% - Enrolled
60% -| o )
—m— % Eligibles Who Received
50% - Medicaid Paid Service
40% -

o —aA— % Potential Eligibles Who
30% 1 Received a Medicaid Paid
20% -| Service
10% -

0%

2000-01 2001-02 2002-03 2003-04

The potential eligibles that received a service gained 10 percentage points, and
reflects both an increased enrollment and actual use of Medicaid-paid services.

The potential eligibles who enrolled has increased 5 percentage points from
FYO01-04, this is consistent with the increasing numbers of children enrolled in Medicaid
and the decrease in numbers of uninsured children (see NPM 13).

The percent of eligibles that received a Medicaid paid service also increased about

5 percentage points. This report reflects several different dimensions of enrolling and
then actually using the Medicaid card, only some are listed here:
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o Not all children who have a Medicaid card actually use it for a wide
variety of reasons

o Children living in some geographic areas may have trouble to find a
doctor who accepts Medicaid

¢ Billing systems in public health services — and possibly private provider
entities - do not always capture a paid service

o The number of potential eligibles includes immigrant children who have to
be in the US 5 years before they can apply for Medicaid (even though their parents
are working and paying taxes)

o There are working poor, families who could but do not enroll in Medicaid,

o There continue to be areas of state where families report difficulties such
as unpleasant enrollment processes.

¢ On the positive side, the presumptive eligibility-Medicaid on-site

application assistance (PE-MOSAA) procedure is implemented in LHOs and by
contractors as well.

DATA BACKGROUND, CHILDREN WHO ARE POTENTIALLY ELIGIBLE FOR MEDICAID IN
NEW MEXICO:

Children age 0-20 at or below 185% of the Federal Poverty Level (FPL) are potentially
eligible provided they meet all other criteria. From 1998-2003, NM used an estimate of
56.3% of children developed by NM Voices for Children (the NM Kids Count
organization) that was based on data from the NM Tax and Revenue Department. Data
from the NSCH in 2003 found that an estimated 49-50% of NM children were at or
below 185% of poverty. This is close to the Tax and Revenue estimate; yet the Tax and
Revenue estimate was all New Mexicans including lower income people without
telephones. There is no evidence to suggest the rate has decreased; unemployment has

increased and the overall poverty performance for the state has not improved.

Estimate of Children Potentially Eligible for NM Medicaid, Age 0-20 Years,
Using NM Tax and Revenue Estimate of 1998 for Population below 185% FPL

FY 2000 |FY 2001 |FY 2002 [FY 2003 |FY 2004

NM Census Estimate All Children
Age 0-20 Years 592,521 599,238 600,615 601,223 (601,223
Estimate of Children <185%
Using NM Tax & Revenue Estimate  [56.3% 56.3% 56.3% 56.3% 56.3%

Estimate of Potentially Eligible 333,590 (337,371 (338,146 338,489 (338,489
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The table below shows the detail needed to assess this indicator. Itis somewhat difficult

to work with because intercensal estimates (after 2000) are just that, the best estimate.

Data for the number of eligibles and recipients is from Medicaid.

Estimates of NM Children Who Are Eligible to Apply for Medicaid, of Eligibles Who
Received a Service, and of Potential Eligibles Who Received A Service, NM FY 2001-2004

% Potential

Who
Received

% Eligibles

% Potential
Eligibles
Who
Received a

Potential Eligible Recipient  [Eligible Who [Medicaid Medicaid
Number Number Number Enrolled Paid Service [Paid Service
2000-01 [333,589 296,894 235,136 89.0% 79.2% 70.5%
2001-02 337,370 306,330 267,063 90.8% 87.2% 79.2%
2002 to 03/338,146 311,013 265,487 92.0% 85.4% 78.5%
2003 to 04{338,489 321,074 272,894 94.9% 85.0% 80.6%

The table below shows the race-ethnicity composition of Medicaid and SCHIP

population groups. Thus, 91.3% of All Races of Medicaid enrolled infants received a

paid service; 20.1% were Caucasian; 61% were Hispanic; 16.3% were American Indian
and 0.5% were Black.

Ratio of Recipients to Total Enrolled Population -
Paid by Medicaid or SCHIP Age Groups,
By Race & Ethnicity, Oct 2003-Sept 2004

100%
90% 1 [ _
80% - ] ]
70% -
60% -
50% -
40% -
30% -
20%
10% | _| —l—
Medicaid Infant SCHIP Infant Medicaid Child SCHIP Child
OAIl Races 91.3% 84.4% 84.6% 87.8%
B Caucasian 20.1% 24.2% 20.4% 25.2%
OHispanic 61.0% 58.1% 56.4% 56.0%
OAmerican Indian 16.3% 13.2% 19.4% 16.8%
EBlack 0.5% 2.6% 0.5% 0.6%

Source: Medical Assistance Program, NM Human Services Department
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Health Systems Capacity Measure 02 and 03: Medicaid and SCHIP Eligible Children
and Early Periodic Screening, Diagnosis and Treatment (EPSDT)

Actual use of EPSDT services by NM children varied significantly by age groups, with
some increase in the period 2000-2003. This chart does not imply that the number of
annual services received were according to recommendations of the American Academy

of Pediatrics for children’s preventive services.

Percent Medicaid Eligibles Who Got At Least One EPSDT Screen, Age 0-
20 Years
90%
80% - *- —e
70%
60% - — - ——-—
50% "
P, A
40% */a(- V"
o— —@—
30%
20% - . . —
10% -
0%
2000 2001 2002 2003
—e—Under 1 Year 77% 80% 82% 81%
—=—1-2 Years 59% 60% 61% 63%
—A— 3-5 Years 43% 45% 46% 47%
6-9 Years 40% 40% 42% 46%
—%—10-14 Years 37% 40% 39% 43%
—0— 15-18 Years 33% 34% 35% 42%
—+—19-20 Years 17% 20% 19% 22%

Data Source: HCFA 416 Report of EPSDT, New Mexico Human Services Dept.

There is a critical need to work to strengthen the state’s resources for doing EPSDT for
children over one year of age, because of the mounting evidence of developmental and

behavioral problems among young children age 1-5 years; and the need to screen all
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children for mental health and developmental status. The National Survey of Child

Health asked about all children; this table provides an indication of the number of

preventive health visits a child may have received.

Children 0-5 Years
Preventive Health Care Visits with Doctor, Nurse or
Other Health Care Professional, NM 2003
100.0%
75.0%
50.0%
250% -+ | ] -
0.0% ,_‘_|—|
No Visits 1-3 Visits 4-6 Visits 7-12 Visits
O Age <1 1.0% 39.0% 46.7% 12.0%
[01-2 years 2.3% 54.9% 33.7% 5.8%
@ 3-5 years 6.2% 77.9% 11.5% 2.5%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

The NSCH can be used to evaluate use of preventive care by Medicaid v. non-Medicaid-

paid services. More detailed analysis is needed to see where improvements need to be

made.

Number of Preventive Care Visits to Doctor, Nurse or Other Health Care Worker
for Physical Exam or Well Child Care,
by Medicaid/S-CHIP or Other Coverage, NM 2003

Parent

1-3 4-6 7-12 13+ Didn’t

None Visits Visits Visits Visits Know
Not on Medicaid or S-CHIP 9% 75% 12% 2% 1% 1%
On Medicaid 10% 68% 16% 4% 1% 1%

Parent Didn’t Know Type

Coverage 23% 64% 13% 0% 0% 0%
Total Visits, On Average 10% 72% 14% 3% 1% 1%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology
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Children & Youth Ages 6-17 Years
Preventive Health Care Visits with Doctor, Nurse or
Other Health Care Professional, NM 2003
100.0%
75.0% -
50.0%
25.0%
0.0% [ —— —
No Visits 1-3 Visits 4-6 Visits 7-12 Visits 13+ Visits
[0 6-9 years 14.0% 71.9% 10.6% 2.2% 0.9%
[J10-13 years 12.6% 79.7% 4.9% 1.6% 0.3%
@ 14-17 Years 13.5% 77.1% 6.6% 0.9% 1.2%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telephone Survey, National Survey of Children’s Health 2003. Analysis by NM MCH Epidemiology.

Youth are less likely to receive preventive services — to be more specific, EPSDT
services if they are on Medicaid. The NSCH data suggests the need for more analysis
because fewer than 40% of young people over age 6 were reported by Medicaid to have

received an EPSDT service.
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Gaps in oral health services for mothers and infants reached near crisis proportions in
recent years. The Medicaid program has made significant strides in serving NM children
through increasing the reimbursement schedule and recruiting additional dentists who

would accept Medicaid payment.

Medicaid Paid Dental Services,
NM Children Age 6-9, 2000-2003
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Oral health for women in pregnancy is a critical service, and for women with oral health
disease, it can reduce the risk of untoward pregnancy and infant outcomes. In 2003-
2004, there were 17,068 women whose prenatal care and/or delivery was paid by
Medicaid. Of these, 14.13% or 2,412 , women received a dental service during
pregnancy. This compared favorably with FY03 when 14.19% of pregnant women
received a dental service paid by Medicaid. The state “maintained ground”. This service
will be monitored in the coming period because one of the largest MCOs, among the first
to offer dental care to pregnant women, had to discontinue this expanded service due to

cuts in Medicaid.
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HEALTH OF NEW MEXICO CHILDREN: IMMUNIZATIONS

Performance Measure 07. Percent of 19 to 35 month olds who have received full
schedule of age appropriate immunizations against Measles, Mumps, Rubella, Polio,
Diphtheria, Tetanus, Pertusis, Haemophilis Influenza, Hepatitis B.

Routine immunization against infectious diseases of childhood is, along with basic
sanitation, a hallmark of public health and one of the most effective means of preventing
widespread outbreaks of disease. Immunization coverage is an important indicator of
health care accessibility and quality.

The Healthy People 2010 goal for the nation is 90% immunization coverage among
children ages 19 — 35 months old, for five childhood vaccines: diphtheria, tetanus,
pertussis (DTP); polio (OPV); measles, mumps, rubella (MMR); haemophilus
influenza (Hib); and hepatitis B. The completed vaccine series is referred to as the
4:3:1:3:3 series, based on the number of age appropriate doses recommended for each
vaccine.

¢ From 1995 - 2000, the percentage of New Mexico children ages 19-35 months that
have completed the 4:3:1:3:3 series has increased 30%.

In 2003, an estimated 75.2 % of toddlers 19-35 months had all their needed immunizations. This
represented an increase of 14% in the last year-and-a- half.

Children Up to Date for Inmunizations 4:3:1:3:3
Age 19-35 Months, NM & US
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—6—NM 66.2 66.1 66 66.6 64.5 63.2 64.6 75.2
—=—U.S. | 677 68.5 72.7 72.8 72.8 73.7 74.8 79.4
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At the end of 2004, the NM performance for the complete series was nearly the same as the
nation. This graph also shows the performance for series that include fewer vaccines and the
challenges faced not only by providers but by parents as well, to complete the full recommended

series of 4:3:1:3:3:1.

Estimated Vaccination Coverage Among Children 19-35 Months of Age,
US and NM, National Immunization Survey, Q3/2003 - Q4/2004

4:3:188 4:3:1:3" 4:3:1:3:3M 4:3:1:3:3:1%

US National 83.1+0.8 82.3+0.9 80.5+0.9 74.5+0.9

New Mexico 80.4+5.6 80.1+5.6 77.9+5.8 74.2+6.1

§§ Four or more doses of DTP, three or more doses of poliovirus vaccine, and one or more doses of any
MCV.

Il Four or more doses of DTP, three or more doses of poliovirus vaccine, one or more doses of any MCV,
and three or more doses of Hib

171 Four or more doses of DTP, three or more doses of poliovirus vaccine, one or more doses of any MCV,
three or more doses of Hib, and three or more doses of HepB

***Four or more doses of DTP, three or more doses of poliovirus vaccine, one or more doses of any MCV,
three or more doses of Hib, three or more doses of HepB, and one or more doses of varicella

111 % + 95% Confidence Interval

Ongoing and future initiatives whose aim is improvement of childhood immunization coverage
include: the 'Done By One' accelerated childhood schedule, the new 'Health Passport'
immunization record, the Governor's childhood immunization-promoting 'Hallmark' greeting sent
to new parents, the SHOT Team Provider Quality Improvement Initiative, and the New Mexico
Statewide Immunization Information System, a secure, web accessible immunization database

that will go live in the Summer of 2005.

The ‘Done by One’ program was originally developed by the NM Medical Society’s
Clinical Prevention Initiative in collaboration with DOH. The program is data-driven
based on gaps that were identified in the effectiveness of NM’s immunization efforts.

‘Done by One” was announced in April, 2003 with a soft-sell introduction and was
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recommended as one of several alternative methods of getting all children immunized.
The materials to promote ‘Done by One’ are available from the NM Immunization

Program, and included chart flags, refrigerator cards, immunization passports and posters.

It is the fourth DtaP and the third Hepatitis B shots are the immunizations most
frequently not delivered. Immunization staff have inferred from the data that families
comply well with the immunization schedule and physician visits during the first year of
a child’s life, but by the time the child reaches 15 to18 months of age, compliance drops
off significantly. These same immunizations also have a large “window of discretion” as

to when providers may decide to give them.

The “Done by One” (DBO) campaign is intended to address this problem of children
failing to get the later shots in their infant immunization series. Problems arising from
children failing to get shots include an increase in pertussis cases. A problem with the
“Done by One” (DBO) schedule is that three shots are required at each 2, 4 and 6 months
of age. Currently five shots are required at 12 months of age. Next year the latter will be

reduced to four shots by approval of a new covalent vaccination.

Data from the program so far show that the private sector has embraced the program less
enthusiastically than public clinics. However, the private providers had higher
immunization rates to begin with, and did not necessarily see the need to adopt the
accelerated schedule, whereas publicly funded clinics had lower rates and have seen the
DBO schedule as a method of improving poor rates. Almost every practice has improved
in the past two years, even those not using DBO. The DBO requires a major effort on the

part of providers, even if vaccine shortages don’t complicate things.

Among the remaining barriers to timely immunization are:
inconsistent or shifting medical care coverage
cost
provider “missed opportunities”
poor documentation, and

an increasingly complex immunization schedule
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Additional issues identified by FHB staff in the needs assessment period:
Gaps and issues to address are:

A workforce to serve all populations and educate to the advantages of receiving
immunizations.

Immunization data from MCOs is lacking.

The State is not able to track immunizations if clients do not utilize a medical
home.

Keeping a complete record is difficult if immunizations are given where they are
not tracked or the child’s parent or guardian does not a keep record

Immunization rates are lower for American Indians, African Americans, and
Hispanics

Immigrant children who received immunizations in Mexico but who arrive
without their immunization records, children between 12-35 months

124



HEALTH OF NEW MEXICO CHILDREN: ASTHMA & ACCESS TO PRIMARY CARE

Health Systems Capacity Indicator: The rate of children hospitalized for asthma (ICD-9
Codes: 493.0 —493.9) per 10,000 children less than five years of age

Healthy People 2010 Goal: To reduce hospitalizations for asthma in children 0-5 to no
more than 23 per 10,000 population.

Asthma is an ambulatory care sensitive (ACS) condition: increased asthma
hospitalization rates may be a consequence of inadequate outpatient management and/or
access to a medical home; adequate outpatient care reduces hospitalizations. The graph
below shows asthma discharges for all population groups in NM. It is particularly
interesting because between 1995 and 2002, the rate of discharges for children 0-4 years
of age increased from 25.4 to 33.3/10,000. The rate in all other population groups
decreased. The rate for children age 0-4 years was 50% greater than for ages 5-14 years
in 2002.

Asthma Hospital Discharge Rate by Age Groups per 10,000 Population
NM 1995 - 2002
Rate
35
30 -
25
20 -
15 -
© W
5 A_\‘_\F—féi\\‘———k’_‘
0
1995 1996 1997 1998 1999 2000 2001 2002
—e—0-4 254 24.0 29.2 26.9 27.6 23.4 30.8 33.3
—m—5-14 14.8 12.8 14.7 12.2 16.0 9.6 12.2 14.2
—A—15-34 6.5 5.9 5.3 4.7 5.6 3.9 4.1 44
—x— 35-64 9.1 8.5 8.5 7.6 8.3 55 7.0 7.6
—%— 65+ 17.3 15.2 15.4 131 14.4 9.7 10.9 12.9

Source: NM Hospital Inpatient Discharge Diagnosis (HIDD) of the NM Health Policy
Commission, analysis performed by G. Hubbard, Asthma Program, ERD/NM DOH
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Gaps and Disparities: In previous years, analysis for year 2000 hospital inpatient
discharger data revealed the following: Toddlers age 1 were more likely to be
hospitalized than those age 3-4, and the rates for all children under age 4 were higher
than for children ages 5 to 9 years. American Indian children age 0-4 had even higher
rates of hospitalization for asthma than Hispanic or white children. Data for infants
under one year are difficult to assess because of diagnostic difficulties in that age. More

children were hospitalized who had asthma, but not as the primary diagnosis at discharge.

Five years of data made analysis by race-ethnicity possible. As seen below, the rate for
Black children was over twice that of other groups. Because the hospital inpatient
discharge data (HIDD) of the NM Health Policy Commission does not include I.H.S.
hospitals serving Navajo and Pueblo populations, data for Native American children are

under-represented.

Average Asthma Hospital Discharge Rate,
NM Children 0-4 years of age, by Race/ethnicity,
1998-2002
60.0
(=4
S 5 500 482
S § 40.0
2F 300 22.9 20.3 26.1
= 3 200
2 g 100 |
0.0 ‘
Black Hispanic American Indian White
Race/ethnicity = American Indian Data Seriously Under-Represented in HIDD

The next table shows the average annual rate of discharge for asthma, all ages, 1998-2002

and by NM counties. The top two counties, Curry and Lea, are in the southeastern corner
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of the state where there are an inadequate number of providers who accept payment by

Medicaid and a high proportion of uninsured.

Average annual rate of asthma hospital inpatient discharges in NM
In rank order by county, 1998-2002

County Percent County Percent
Curry 30.5 Cibola 8.5

Lea 26.0 Valencia 8.2
Colfax 16.8 Torrance 8.1
Roosevelt 15.6 Sierra 8.0
Luna 14.8 Sandoval 7.7
Eddy 14.4 Guadalupe 7.6
Chaves 14.3 Bernalillo 7.6
DeBaca 9.9 Otero 7.5
Hidalgo 9.9 Union 7.4

San Juan 9.9 Dona Ana 6.9

San Miguel 9.7 Santa Fe 6.5
Quay 0.6 Mora 5.5
NM 9.3 Los Alamos 4.7
Socorro 9.3 Lincoln 4.5
Grant 9.2 Mckinley 3.7

Rio Arriba 9.2 Catron 2.9
Taos 8.7 Harding 0.0
/Analysis by G. Hubbard, Environmental Epidemiology, NM DOH

Asthma is one medical condition that may be used to measure the extent to which
children are receiving quality disease preventive care and health promotion education.
Access to and use of appropriate medical care can often prevent severe episodes of

asthma.

Exposure to environmental risks: Tobacco smoke is associated with childhood asthma.
In New Mexico, an estimated 27% adults smoke. An estimated 61.4% of students in
grades 9-12 reported being exposed to second hand smoke in the past 7 days in 2003;
nearly 30% of students in grades 9-12 reported smoking in the past 30 days*". The
exposure of youth to second hand smoke may be a useful to estimating exposure to
younger children. An estimated 6.9% of infants were reported to be exposed to second
hand smoke; while 13.6% of new mothers reported being current smokers which may

imply that mothers and others smoke outside the home.
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Asthma Morbidity: According to the CMS Program, asthma is the leading diagnosis
among children served by the CMS program; in 2003 there were 493 children of ~5,000
total. The newly released National Survey of Children’s Health (NSCH) of 2003 affords
a profile of asthma prevalence in NM children age 0-17 and selected comparisons to the
national experience, based on a parent’s reply to the telephone survey. The survey asked
if children had asthma, and if they had asthma one or more asthma-related effects during
the past 12 months. This summary will use the term “asthma with health effects” to refer
to these children who had asthma unless specified otherwise. The source for this portion
of the asthma report was adapted from the Child and Adolescent Health Measurement
Initiative (2005). National Survey of Children’s Health, Data Resource Center on the

Child & Adolescent Health website, retrieved June 2005 from www.nschdata.org.

Estimated Percent of Children Age 0-17 with Asthma
By Severity, US and NM, 2003
100
88.7 88.6
75
50 -
25
8 8.1
3.2 3.3
ol TN e
Asthma reported, experienced  Asthma reported, did not No asthma reported
health effects experience health effects
‘I:IU.S. B New Mexico ‘

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics,
State & Local Area Integrated Telepone Survey, National Survey of Children's Health, 2003.
Analysis by NM MCH Epidemiology
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The estimated prevalence of NM children with asthma with health effects increased with
age:

5.1% (£2.5%) for age 0-5 years, an estimated 8,058 children

7.6% (£2.7) for age 6-11 years, an estimated 11,956 children

11.2% (£2.9) for age 12-17, an estimated 19,776 children
Boys were more 1.8 times more affected than girls in NM, 1.4 times more for all US
children; the NM and US estimates were similar. The NM estimates by gender:

10.5% (£2.4) of boys with asthma related health effects

5.6% (£2) of girls with asthma related health effects
Large differences were reported by race-ethnicity of children. Black children were more
affected than all NM children although the rate was unstable due to small numbers; in the
US the rate was 12.6 and more stable — suggesting that Black children are 1.5 times more
affected; similarly the burden was greater for Native Americans and others, 1.3 times.
Hispanic children had the same prevalence as all NM children and White non-Hispanic

children were less affected than all children.

18.6% (+17.2) for Black children (use US estimate)

10.2% (£7.4) for other race that included Native Americans, unstable estimate

8.1% (£2.1) for Hispanic White children

6.8% (+2.1) for White non-Hispanic children
In NM and in the US, children with special health care needs were 11.3 times more
affected by asthma than children with no special needs. The prevalence of New Mexico
children with asthma who reported one or more asthma related health effects during the
past 12 months was:

32.9% (£7.4) for NM children with special health care needs

2.9% (£1.1) for NM children with no special health care needs
The federal poverty level (FPL) of the household was directly associated with asthma
related health effects among US children: the lower the poverty level, the greater the
prevalence of asthma related health effects. This association was less stable in the NM
data for reasons that are not clear. The NM prevalence of asthma with related health
effects by FPL in NM:

9.8% (+4.4) of children in households <100% of the FPL

6.6% (£2.9) of children in households at 100-199% of the FPL
9.1% (£2.9) of children in households at 200-399% of the FPL
8% (£2.9) of children in households at 400% or higher of the FPL
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Health insurance coverage was also associated with asthma with health effects among US
and NM children. The NM prevalence of asthma with related health effects by insurance
coverage in NM:

8.8% (£2.8) of children with public insurance
7.7% (+1.8) of children with private insurance
7.6%% (£6.3) of children with no health coverage, uninsured

For US children, the percent who had stayed overnight in a hospital because of asthma
was 0.5% (£0.4) and 11.9% (+0.3) with asthma were never hospitalized. Estimates for

NM were not published due to small numbers.
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HEALTH OF NEW MEXICO CHILDREN: ORAL HEALTH

National Performance Measure 9, The percent of third grade children who have received
protective sealants on at least one molar tooth.

Dental caries affects two thirds of children by the time they are 15 years of age.
Developmental irregularities called pits and fissures are the sites of 80-90% of childhood
caries. Sealants selectively protect these vulnerable sites, which are found mostly in
permanent molar teeth. Targeting sealants to those at greatest risk of caries has been
shown to increase their cost effectiveness. Sealants may also be a surrogate indictor of
dental access, oral health promotion and preventive activities, and a suitable means to

assess the linkages that exist between the pubic and private services delivery system.

Healthy People 2010 Increase the percent of 8-year-old children receiving dental
sealants on their permanent molar teeth by 50% form a 1998 baseline of 25%. The NM

dental sealant target was set at 50% based on the Health People 2000 goal of 50%.

In 2003, an estimated 76.5% (Cl 73.7, 78.6) of NM children <18 years of age had
insurance that helps to pay for routine dental care that included cleaning, x-ray and exam
(NSCH 2003). The survey did not ascertain if sealants were part of the package;

nevertheless, the data are promising.

Medicaid Paid Dental Services: The state initiative to increase the amount reimbursed to dentists
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Percent of Medicaid Eligible Children Age 6-9 Who Received Medicaid Paid
Dental Services, NM 2000-2003, 2004 for any service only

100%
T e——
0%
2000 2001 2002 2003 2004*
—e— any dental service 33.3% 39.5% 52.1% 56.9% 53.8%
—&— preventive dental 28.4% 36.9% 45.8% 56.9%
—A— dental treatment 16.5% 21.4% 31.0% 51.2%

Source: 2000-2003, HCFA-416, Annual EPSDT Report for New Mexico

And to increase the number of dentists who accept Medicaid-paid clients is having an impact.
The table below shows the actual numbers of children served by Medicaid between 2000-2003, based on

the EPSDT report. The 2004 EPSDT report has not yet been officially released; thus program data were
available for simple count of any service. Note that the numbers of dental treatments have increased
significantly. Both the number of eligible children and recipients in 2004 increased significantly, the
proportion with a paid service decreased. This may indicate that the state initiatives to increase access to

dentists who accept Medicaid may not be keeping up with the needs.

Medicaid Dental 2000 2001 2002 2003 2004
Total eligible age 6-9 57,065 59,052 60,754 62,733 77,707
Any dental service 18,992 23,312 31,668 35,721 41,815
Preventive dental 16,228 21,801 27,819 35,712

Dental treatment 9,388 12,618 18,814 32,123

Improvements reflect the work of the DOH Dental Program and Medicaid to increase the
payments to dentists and to increase the number and distribution of dentists serving
Medicaid eligible children

In order to ensure adequate numbers and distribution of school-based sealant providers and to
improve children’s access to dental care in general, the Office of Dental Health

Works with the NM Dental Board and NM Oral Health Council to increase access for
dental care

Supports public-private partnerships to increase dental services to low-income children.

Serves low-income families who don’t qualify for Medicaid but need dental treatment.

Works in partnership with private school based providers to increase the number of
children receiving preventive dental treatment.
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Targets low-income children in under-served areas; schools with 50% or greater
participation in the free or reduced lunch program.
Data on dental sealants are from the Office of Dental Health, survey of children in schools with
subsidized lunch programs, assuming such schools would have more Medicaid eligible children
than non-subsidized schools. A survey done in the year 2000 showed that 48% of the target
population had received sealants. No survey has been done subsequently although the dental
program reported the same level of effort, therefore the same level of coverage. Coverage in the
southeastern corner of the state continues to be lower, due largely to the absence of dentists
willing to work with the program, or to provide Medicaid-paid services.

A PROFILE OF CHILDREN’S SAFETY

In order to achieve optimal development, all children need to live in an environment where they
feel safe and have supportive relationships among family and neighbors. They also need to feel
and be safe from exposure to all forms of violent behaviors. This is a priority of the NM Title V
MCH Program, and is related to priorities of the agency members of the NM Children’s Cabinet
and the Early Childhood Comprehensive Systems program.

The National Survey of Children’s Health in 2003 provides an overview of what NM parent’s said

about how safe their children were at home and in their neighborhood.

PARENT REPORT OF HOW SAFE CHILDREN WERE AT HOME, NM AND US, 2003
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Citation: Child and Adolescent Health Measurement Initiative (2005). National Survey of Children’s Health,
Data Resource Center on Child and Adolescent Health website. Retrieved June 2005 www.nschdata.org

The majority, nearly 88%, reported children to be always safe at home and there were an estimated
12% who were not. The NSCH data doesn’t ascertain why parents thought their children were not
safe at home, and thus does not reflect directly being safe from violence alone but other risks as
well — such as unintentional injury. Bear in mind that the tip of the iceberg would be actual abuse
or witnessing violence that are reported per 1,000 population — and in 2003 such risks were in the
range of 11-12/1,000 children.

Of the 2.8% of households in which parents said their children were safe at home only sometimes,

there was an inverse direct relationship with the poverty status of the household from 6.8% below
100% FPL; 1-3% for households 100-300% of FPL and 0.4% at 400% or higher; and a direct
relationship with age of child, from 1.5% among children age 0-5 years, 2.4% among children age
6-11 and 4.4% among children 12-17 years of age.

About 50% of both NM and US parents reported their child was always safe in the neighborhood,
an estimate that did not vary by federal poverty level. NM estimates for factors associated with a
supportive neighborhood by federal poverty level are found at the end of this section. In
summary, the percent of these factors for all NM parents, by a parent’s views were (percent was

rounded):
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People in this neighborhood help each other out: 78.6% agreed and 19.3% disagreed

We watch out for each other’s children: 82.3% agreed and 15.2% disagreed

There are people I can count on: 82.5% agreed and 15.6% disagreed

If a child were outside playing and got hurt or scared, there are adults nearby who I trust to
help my child: 85.7% agreed and 11.9% disagreed

There are people in this neighborhood who might be a bad influence on my child: 47.9%
agreed and 48.4% disagreed
The effect of poverty on the degree to which a neighborhood is supportive provides some

documentation to support program prioritization efforts.

PERCENT OF CHILDREN WHO LIVE IN NEIGHBORHOODS THAT DID NOT HAVE SUPPORTIVE QUALITIES
BY FEDERL POVERTY LEVEL:

S50%
40%

0%

b
=}
#

103
1.8 Z23.6 ID

0-99% FPL 100-199% FPL 200-299% FPL 400% FPL or more

Hationwide (%% Do notlive in supportive neighborhoad)

I Mew Mesico (%6 Do not live in supportive neighborhoad)

Citation format: Child and Adolescent Health Measurement Initiative (2005). National Survey of Children’s Health,
Data Resource Center on Child and Adolescent Health website. Retrieved June 2005 www.nschdata.org

An estimated 35-40% of NM parents of children age 6-17 years of age reported that they
felt concerned a little or a lot for their children about violence in the home, school and
neighborhood; 30-45% were concerned about their children being bullied.
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NM 2003, Percent Parents Concerned A Little or A Lot for Their
Children About:

42%
45%

Being Bullied

Violence in home

0,
school & neighborhood 40%

0% 25% 50% 75% 100%

6-9 years 10-13 years 14-17 years

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

Many of these data can be queried at the Child and Adolescent Health Measurement Initiative
(2005). National Survey of Children’s Health, Data Resource Center on Child and Adolescent

Health website www.nschdata.org. More analysis and reporting will be forthcoming for the NM

Title V MCH Program; readers of the needs assessment are encouraged to do their own exploring
at the website.

Exposure to violent behavior comes in many forms for young children. It includes witnessing
violence to actual violence imposed on children in the forms of abusive and/or neglectful

treatment.
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CHILDREN WITNESSING VIOLENCE

STATE PERFORMANCE MEASURE 4. REDUCE THE NUMBER OF CHILDREN WITNESSING VIOLENCE
(EXPOSED TO DOMESTIC OR SEXUAL VIOLENCE) AS EXPRESSED BY THE PERCENT OF CHILDREN
PRESENT AT A DOMESTIC VIOLENCE SCENE.

There are no Healthy People 2010 Goals specific to this state measure. Related goals pertain to
Healthy People 15-34 to reduce intimate partner violence to less than 3.3 physical assaults per
1,000 persons age 12 and older, and HP 15-33a to reduce child abuse to <10.3 per 1,000 children.
Multiple research studies have shown that the more violence children are exposed to, the more
likely they are to be violent themselves, to be labeled as conduct disorder, misuse drugs and
alcohol, and to be depressed and suicidal. Males especially are also likely to repeat the cycle of
domestic violence when they become teenagers, engaging in physical, emotional and sexual dating
violence patterns. Some of the negative effects include emotional distress, somatic complaints,
developmental delays or regression, post-traumatic stress symptoms, externalizing behaviors such
as aggression and delinquency, and internalizing behavior problems such as anxiety and social
withdrawal. These problems may negatively affect overall functioning, social competence, school
performance, and future relationships. Multiple victimization experiences (child abuse, sexual
abuse, and domestic violence) increase the likelihood of Post Traumatic Stress Disorder (PTSD).
In addition, depression, dysthymia, suicide risk and substance abuse may accompany PTSD in

domestic violence victims.

At least 5,543 NM children were exposed to family violence episodes in 2003. Based on age
distribution from 2002 data, 40% were under five years of age, 20% were aged six through nine,
and 11% were between ten and twelve years of age. Only 29% were adolescents. These data are
roughly equivalent to an overall rate of 10.8 children per 1,000 population age 0-17 years in 2003;
the estimated rate for the youngest children age 0-5 years was 13.9 per 1,000.
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ESTIMATED AGE DISTRIBUTION OF NM CHILDREN, ONE ESTIMATE OF WITNESSING VIOLENCE:

Estimated Age Distribution of 5,543 NM Children
Reported to be Exposed to Family Violence Episodes in 2003

13-17 years

0,
29% 0-5 years

40%

10-12 years
1%
6-9 years
20%

We do not have adequate data to really examine racial/ethnic disparities in children exposed to
violence. It is clear that lower income children are disproportionately exposed to violence in the

home.

The number of reported domestic violence cases and the number reported with
children at the scene increased from 1999-2003 as shown in the table below. Data is
considered more reliable as more law enforcement agencies participate in reporting when
children are present at a scene. The numbers cited represent only those cases of
domestic violence that were reported to the police, where a report was made, and the
presence of children noted. The actual numbers of children exposed to violence in the
home are thus very much under-reported. There are significant gaps in terms of both
quantity and quality of follow up mental health services provided to children exposed to

domestic violence.
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Number of Domestic Violence Cases Reported and
At Lease One Child Reported Present At Scene*, NM 1999-2003
30,000
24,905 25,644
19,822 21,228
18,085
15,000 -
3,71 2,91 3,71 3,381
0
1999 2000 2001 2002 2003
‘I:Ichild reported present at domestic violence scene Breported domestic violence cases ‘

*Present at the scene as reported by law enforcement. Since not all law enforcement agencies

indicate when children are present, this is clearly undercounted.

The percent of domestic violence cases with a report of a child present for the chart above: 1999 =

18.7%; 2000 = 16.1%; 2001 =17.5%; 2002 = 13.6% and 2002 = 21.6%.

Domestic violence programs and providers served children who had been at a scene. About 1/5™

of children were victims of abuse by the domestic violence perpetrator and 5-7% were victims of

sexual abuse:

1999 2000 2001 2002 2003
INM child served by domestic violence
roviders 3,313 5,710  #4,199 5,418 5,757
% Child experienced child abuse by domestic
violence perpetrator 22% |15% 20% 14% [22%
% Child experienced sexual abuse by domestic
violence perpetrator 7% 4% 7% 5% 5%

Source: NM Interpersonal Violence Data Central Repository. Domestic Violence Trends in NM 2001-2003. NM
Interpersonal Violence Data Central Repository. June 2004.

New Mexico PRAMS provides an additional estimate of women who were physically abused by a

partner in the 12 months before pregnancy and during pregnancy. Because these are potential

parents and then new parents, the data provide important insights into associated risks.

139



Physical abuse by partner or husband in 12 months before pregnancy, 7.6% of women
which translates to over 1,600 women for period 1998-2002;

Physical abuse by partner or husband during pregnancy, 6.2% which translates to over
1,600 women;

For abuse before or during pregnancy, women at greater risk had less than high school
education (8.5% v 4.9% if had more than high school education), were single (8.2% vs 3.2% of
married, were on public assistance (10% v 4.1% of those not on public assistance — data specific to

2001-2002);

Native American women were at the twice risk; geographically they lived in the
northwestern quadrant of the state; and

Women who had at least one previous live birth were at greater risk in either period,
suggesting there were children in the home who may have been exposed to the physical abuse
events.

Strategically, home visiting programs for higher risk women are evidence based for
reducing child abuse & neglect, family violence and many more protective outcomes and need to
be developed.

The NM Families FIRST perinatal case management program serves high risk
mothers and could contribute significantly to reducing the risks of family violence. The
program offers home visiting for assessment, however one of the MCOs serving the
largest group has opted for case management by telephone. While deemed cost
effective in the short run; costs associated with family violence in emergency room care
will likely outstrip the shorter term savings of telephone case management. In the coming
5 year period, an evaluation of Families FIRST for short term outcomes is needed.

Children who are identified early, receive appropriate support and counseling, and

experience cessation of violence in the home have better outcomes.

The focus for this state performance measure has been to improve data collection sources, and
continue to implement policies and education that positively impact the overall incidence of
domestic violence. There is currently much national debate about whether or not exposure to
violence should be considered per se evidence of child abuse. The evidence is overwhelming that
many children are adversely impacted, even if there is no evidence of physical or sexual abuse.
The danger in making it a specific form of child abuse is that the adult victims will be penalized,
Child Protection Services systems will be unable to cope with the numbers, and there will be more
out of home placements of children, which have their own traumatic aspects. Continuing to NOT
make it reportable means that many children will not be identified nor receive services. There is

clear policy agreement that social services and domestic violence advocates need to cross train and
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interact in a coordinated fashion, that victims need an array of resources to help them make safer
choices and improve their parenting and deal with their substance abuse issues, and that

perpetrators need to be held accountable for the family violence.

There are a number of initiatives that address the physical and psychological health
and safety concerns for children in violent households. The negative effects of exposure
to violence in the home can be balanced by esteem-building experiences and close,
lasting relationships with caring adults.  Safety planning for children not only helps them
stay safe during an incident, but also empowers them to call 911, or ask other caring
adults for help with the situation. Brief, school based, group and individual cognitive
therapy approaches appear to be promising, especially in reducing symptoms of
posttraumatic stress disorder (PTSD) among children exposed to violence. Home visiting
for children age 0-3 years, promoting resiliency, and dealing more effectively with dating
violence (before children enter the relationship) are all promising evidence based
programs.

Family Violence, Prevention and Policy Work

The FHB (with leadership from Victor La Cerva, the Title V MCH Medical Director) continues to
distribute two of its award winning videos, Man to Man (for use in any context of working with
young men) and Stolen Childhood (which educates about the adverse impact on children of
exposure to domestic violence). Both are now being replicated in DVD format, along with their
study guides. The Network Coalition is a collaborative effort with IPEMS, and a CDC funded
grant to address both sexual and domestic violence, that continues to offer informational cross
training sessions, legislative advocacy and the development of position papers with
recommendations for action. In addition, there is a newly formed work group to address the issues
of boys in the Santa Fe area, with statewide implications. The FHB program took an active role
this last legislative session, analyzing many violence related bills, and the Medical Director, at the
request of a Senator, wrote and got passed a memorial to assess the issue of children and domestic
violence. The Medical Director, in his role as a Clinical Assistant Professor of Pediatrics,
collaborates with a number of violence prevention related initiatives with UNM Medical school,
and local Medical groups and Societies. These include lectures to medical students, Physician

assistant, nursing and occupational students on issues of violence, including domestic violence,
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firearms, and suicide. He is part of a working public health collaborative with the NM Medical
Society, and maintains strong ties with the NM Pediatric Society, especially around legislative

1ssues.

Data sources for section on Child witnessing violence: Incidence and Nature of Domestic
Violence in NM Volumes | through IV. NM Interpersonal Violence Data Central
Repository. Domestic Violence Trends in NM 2001-2003. NM Interpersonal Violence
Data Central Repository. June 2004. Let Peace Begin With Us: The Problem of Violence
in NM. Volume IV, May 2002.
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CHILD ABUSE AND NEGLECT

The Healthy People 2010 Goal is to reduce child maltreatment to less than 10.3 per 1,000 children
<18 years of age, from the baseline of 12.9 in 1988. The NM Rates were very similar to US rates
for period 2001-2003.

Child Abuse Victims, Rate Per 1,000 Children <18 Years, NM and US, 2001-2003
25
20
15 4
'\' ,
10 A A
5 i
0
2001 2002 2003
—m— New Mexico 13.6 12.5 124
—&— National 12.5 12.3 124
—a— Healthy People 2010 Goal 10.3 10.3 10.3

Source for all charts in this section: US DHHS, Administration on Children, Youth & Families, Child Maltreatment
Reports for 2001, 2002 and 2003, Washington DC, US Govt. Printing Office. Data tables are available electronically
at www.calib.com/nccanch; the report at www.acf.dhhs.gov/program/cb.

Younger children are at 2-3 times the risk of older children. The state CYFD program reported
that in 2002-2003, infants under one year of age comprised 8-9% of the total victims.

Child Abuse, Age-Specific Rates Per 1,000 Child, NM 2003
16-17 years |5.2
12-15 years 7 | 10.3
8-11 years 7 ‘ |11.9
4-7 years 7 | 18.6
0-3 years | ‘ | 14.7
0 é 1‘1 é é 1‘0 1‘2 1‘4 16
Rate /1,000

Certain types of home visiting services have been shown to significantly reduce the risk of child
abuse and neglect for young children age 0-3 years. This is especially true for families with
social risk factors; yet very few new parents receive such services in NM. This age-set profile of
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abuse has persisted over many years in the nation and the state. It under-scores the need for home
visiting and parent support programs as a potential strategy to break the continued cycle as
children move through older age sets. Prevention models for children >age 3 years need to be
researched.

Child abuse rates by race ethnicity must be used with caution. American Indian children served
by Tribal or BIA services are not included in the state report to the Agency for Children and
Families; and are thus under-reported here. White children have a risk equal to Hispanic children;
while African American children have twice the rate of these two groups. Multiple race children
have 1.2 times the risk as White or Hispanic children.

Child Abuse Rate Per 1,000 Population
by Race-Ethnicity, NM 2002-2003
25
20 -
15
Healthy People Goal
2010=10.3 10 -
5 1
0 .
White African American Asian* | Multiple Race | Hispanic
American Indian
[ 2002 10.9 20.5 9.8 3.1 14.5 11.6
[ 2003 11.2 191 8.2 3 13.1 11.3
0O Avg 2002-03 1.1 19.8 9.0 3.1 13.8 11.5

*Includes Asian and Pacific Islander.

In NM as in the US, nearly 2/3 of cases are neglect; followed by nearly 1/3 physical abuse.
Medical neglect comprised 2% in NM, sexual abuse ~5% and psychological maltreatment ~5%.

NM Maltreatment,
Percent

Numbers —_—

2001 2002 2003 2001 2002 2003
PHYSICAL ABUSE 2,227 2,124 2,007 29% 30% 28%
NEGLECT 4,468 4,245 4,219 57% 59% 59%
MEDICAL NEGLECT 135 153 148 2% 2% 2%
SEXUAL ABUSE 459 382 384 6% 5% 5%
PSYCHOLOGICAL MALTREATMENT /481 245 341 6% 3% 5%
TOTAL 7,772 7,152 7,100

Based on a national summary for 2003, the majority of perpetrators in abuse or neglect cases were
parents, followed by relatives and unmarried partners of parents. Female perpetrators were the
majority. Services included in-home and foster care.
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FATAL CHILD ABUSE

In the period 1995 to 2003 there were 39 cases of fatal child abuse and/or neglect for ages 0-17

years reported by NM VRHS; all but 3 cases were among children age 0-4 years.

The number of fatal child abuse and neglect cases for the age group 0-4 ranged from 1-7 per year.

The average number of cases was 4/ year and the average rate for period 1995-2003 was
2.96/100,000. This rate is twice the Healthy People goal of no more than 1.4 deaths/100,000.

1995-2003

Deaths from Child Abuse & Neglect, Number and Rate, NM

Healthy People
2010 Goal - 1.43 |
1 i

0,

1995 | 1996
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I Number 5 8
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The NM Child Fatality Review (CFR) process has examined fatal child abuse and neglect;
findings will be forthcoming within the next two years (2006-07).

Two potential sources for information will be used in the coming grant period to futher assess
child abuse and neglect. The 2003 National Survey of Children’s Health (NSCH) may provide
critical information about factors associated with difficulties of parenting and the stresses of

parenting in New Mexico in order to develop effective strategies for prevention of violence in the
lives of children. Hospital discharges can be reviewed as well.

The quarterly and annual reports of NM Children Youth and Families Department do provide
county based estimates and should be used to evaluate needs.
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Qualities of Neighborhoods Where NM Children Live by Federal Poverty level, 2003

S10Q01: People in this neighborhood help each other out

S10Q02: we watch out for each other's children

Some- |Some- Some- |Some-
Definite |what what Definite |Don't Definite |what what Definite |Don't
FPL Agree Agree Disagree |Disagree |Know FPL Agree Agree Disagree |Disagree |Know
<100% 27.7% | 40.3% 12.9% 17.3% 2.0% <100% 41.9% | 34.7% 7.6% 14.2% 1.5%
10010 <133% | 30.6% | 46.0% 13.0% 7.8% 2.6% T00t0 <133% | 53.7% | 25.6% 6.5% 9.2% 5.0%
13310 <T50% | 19.17% | 53.3% 9.2% 16.3% 2.2% 13310 <150% | 35.8% | 41.0% 6.8% 15.0% 1.4%
15010 <185% | 30.0% | 47.8% 11.8% 4.7% 5.7% 150t0 <185% | 51.4% | 32.4% 6.3% 5.8% 4.0%
185 t0 <200% | 27.9% | 59.0% 5.4% 7.8% 0.0% 185 t0 <200% | 37.7% | 46.5% 7.5% 6.6% 1.8%
20010 <300% | 34.4% | 43.6% 11.2% 8.6% 2.3% 200 to <300% | 49.8% | 36.3% 5.8% 5.8% 2.0%
300 to <400% | 36.5% | 50.7% 6.6% 4.1% 2.1% 300 to <400% | 55.3% | 30.9% 6.9% 4.5% 2.5%
more% 41.1% | 49.5% 4.9% 3.7% 0.9% more% 52.8% | 33.2% 6.4% 5.4% 2.3%
Total 32.2% | 46.3% 10.0% 9.3% 2.2% Total 48.3% | 34.0% 6.7% 8.5% 2.5%
S10Q05: If child were outside playing and got hurt or scared, there
S10Q03: There are people | can count on in this neighborhood are adults nearby who | trust to help my child
Some- |Some- Some- |Some-
Definite |what what Definite |Don't Definite |what what Definite |Don't
FPL Agree Agree Disagree |Disagree |Know FPL Agree Agree Disagree |Disagree |Know
<100% 42.5%| 33.0% 5.2% 18.0% 1.3% <100% 52.5%| 27.1% 7.0% 10.2% 3.2%
100 to <133% 49.5%| 28.9% 9.7% 9.7% 2.2% 100 to <133% 55.5%| 24.5% 5.4% 13.2% 1.5%
133 to <150% 52.3%| 22.7% 12.5% 9.3% 3.3% 133 to <150% 55.1%| 31.1% 5.1% 8.7% 0.0%
150 to <185% 55.5%| 26.5% 6.6% 7.4% 4.1% 150 to <185% 67.1%| 20.4% 3.2% 3.6% 5.7%
185 to <200% 51.4%| 30.6% 11.5% 5.3% 1.2% 185 to <200% 55.1%| 31.2% 9.9% 3.8% 0.0%
200 to <300% 59.5%| 27.1% 5.9% 6.3% 1.1% 200 to <300% 63.8%| 25.9% 5.4% 3.8% 1.0%
300 to <400% 65.6%| 23.0% 3.7% 5.3% 2.5% 300 to <400% 73.1%| 16.3% 3.8% 2.5% 4.3%
400% or 400% or
more% 68.7%| 20.8% 5.0% 3.9% 1.6% more% 68.8%| 21.6% 4.1% 3.7% 1.8%
Total 55.3%| 27.2% 6.4% 9.3% 1.9% Total 61.4%| 24.3% 5.4% 6.5% 2.4%
S10Q94: There are people in this neighborhood who might be bad
influence on my child . .
Some- _|Some- The data in these 5 tables are important for
Definite |what what Definite [Don't . . .
FPL Agree  |Agree  |Disagree |Disagree |Know developing strategies to improve the sense of
<100% 30.1% | 20.1% | 16.3% | 313% | 2.3% safety and wellbeing of NM children and will
100 to <133% | 30.8% | 20.1% | 14.9% | 28.4% | 5.5% be useful for interpreting Outcome 4, NM
i i
13310 <150% | 23.8% | 27.0% | 25.3% | 21.7% 2.2% children and youTh will be safe and
supported in communities, in "Growing Our
15010 <185% | 24.1% | 22.9% | 25.3% | 23.4% 4.4% . '
Future, Together, 2005 Childrn's Report
18510 <200% | 21.0% | 38.2% | 24.2% 16.2% 0.5% Card’ of the NM Children's Cabinet.
200 to <300% | 30.9% | 23.1% | 16.1% | 27.6% | 2.3% The 5 tables are from the NSCH; weighted
300 to <400% | 18.2% | 24.0% | 14.6% | 37.0% | 6.2% estimates from analysis done in Stata Version
400% or 7.
more% 14.5% | 21.4% | 21.6% | 37.3% 5.1%
Total 25.2% | 22.7% 18.4% | 30.1% 3.6%
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NON-FATAL AND FATAL INJURIES IN THE MCH POPULATION

Injuries are the leading cause of death and hospitalization in young children and youth.
Twice as many young children and youth age 1-24 years died from injury than from all
diseases combined.

Injury and Disease Deaths by Age Group, NM 2002

@ Injury mDisease

100%
80% -
60%
40% -
20% -

0%

<01 1-4 Yrs 5-14 Yrs 15-24 Yrs

From Injuries in New Mexico: Successes & Challenges Jan 2002 VRHS data pg 3,
www.health.state.nm.us

After surviving the first year of life, unintentional injury is the cause of almost half of all
deaths in young children and youth age 1-24 years

LEADING CAUSES OF INJURY DEATH DIFFERED BY AGE GROUP, NM TOTAL 1999-2002:

0-4 years 5-9 years
Motor vehicle crash, 30 deaths, 27% Motor vehicle crash, 27 deaths, 56.3%
Suffocation, 20 deaths, 18% Drowning, 3 deaths, 6.3%
Poisoning, 6 deaths, 5.4% Natural, environmental, 3 deaths, 6.3%
Drowning, 9 deaths, 8.1% Firearm, 2 deaths, 4.2%
Pedestrian, 3 deaths, 2.7% Other, 13 deaths, 27.1%

Other, 43 deaths, 38.7%
Environmental includes excessive heat & cold,

Other: includes cut/pierce, fall, fire/burn, animal bites, storm damage, etc.
firearm, natural-environmental Other includes fall, fire/burn, other land
transport, struck by/against, etc

10-14 years 15-24 years
Motor vehicle crash, 47 deaths, 54% Motor vehicle crash, 413 deaths, 41.9%
Firearm, 14 deaths, 16.1% Firearm, 275 deaths, 27.9%
Suffocation, 10 deaths, 11.5% Poisoning, 86 deaths, 8.7%
Other land transport, 8 deaths, 9.2% Suffocation, 73 deaths, 7.4%
Poisoning, 3 deaths, 3.4% Cut/Pierce, 23 deaths, 2.3%
Other, 3 deaths, 5.7% Other, 116 deaths, 11.8%

Poisonings are primarily drug overdose deaths
Other includes drowning, pedestrian, etc Other includes fall, drown, fire/burn,
machinery, other land transport, pedestrian, etc
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The previous table was adapted from Injury Hurts New Mexico February 2005, NM VRHS data
page 12, www.health.state.nm.us

Injury prevention for children age 0-4 requires strategies to educate parents and others

who care for young children. Once again, home visiting for parents of 0-3 year old

children is a critical need. There is no substitute for a home visit that includes an injury

prevention “safety check” that covers many forms of injury. Like defensive driving

courses for state employees, a safety check can have an impact for parents for many years

— leading to safer homes for children. The “teachable moment” as well as venue for

injury prevention for children age 5 and older is greatly expanded beyond the home.

While adults continue to be responsible for supervision of children — guardians for their

safety — young children can learn basics of safety in day care and school, and other places

where children gather. The nature of risks change as children grow older, and fatal

injury among males is higher than for females.

The injury mortality rate among the age

group 0-14 is comprised of all types of fatal injury as enumerated in the tables on the

preceding page. Numbers ranged from 60-80 each year in the past ten years; motor

vehicle crash injury made up 40-50% of injury deaths in past 10 years in NM

Rate/100,000

Childhood Injury Death Rate, Age 0-14 Years,
All Injury and Motor Vehicular as Subset,
New Mexico, 1995-2003, 2004 provisional

25.0

20.0 A
/

15.0 |

100 -

0.0

o W

1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004
—eo— Injury Deaths 186 211|173 | 1560|159 | 150 | 136 | 134 | 146 | 16.7
—m— MVC Subsetof Injury| 82 | 80 | 61 | 64 | 73 | 60 | 65 | 70 | 72 | 7.2
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National Performance Measure 10: The rate of deaths to children 0-14 caused by motor
vehicle crashes per 100,000 children.

Motor Vehicle Crash Deaths, Children 0-14, Number and Rate,

New Mexico 1995-2003, 2004* provisional
Note the Healthy People 2010 Goal is <4.2 Per 100,000

Number
Rate

1995|1996 1997 |1998|1999/2000|20012002 2003|2004

[ Number 40 | 39 | 30 | 31 | 30| 25| 25 | 29 | 30 | 30
—e— Rate/100,000 | 82 | 80 | 6.1 |64 |73 |60 |55|70 72|72

Motor vehicle crashes comprise the majority of injury in this age group. Fatal motor-
vehicle crash injuries are the tip of the iceberg when data regarding all injuries, serious
injuries and fatal injuries are examined. Using 2002 data from the NM Traffic Safety
Bureau report for children in this age group:
2,501 motor-vehicle crash injuries
29 fatal motor-vehicle crash fatalities
974 serious motor-vehicle crash injuries (incapacitating or visible but not
incapacitating on the traffic crash report)
1498 other motor-vehicle crash injuries (not serious, not fatal)
In 2002
There were 90 drivers under the age of 15 who were injured in crashes, five
involved alcohol
Data by child deaths by county and specific “at risk” roads can be used to design
specific prevention strategies at the community level

Risk reduction and prevention issues identified by the Transportation Panel of the NM
Child Fatality Review included

Lack of use of car seat or other appropriate restraint

Alcohol involved crashes in which children perished

Driver’s high rate of speed at the time of the crash
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Young driver’s inexperience related to many factors such as the vehicle type,
traffic conditions at the time, road conditions at the time, distractions from other
passengers or use of telephones

Children riding in the bed of a pick-up truck

Statewide and local initiatives to reduce non-fatal or fatal injuries include

Promotion of practices mandated in the NM Child Restraint Law

Practices mandated in the new “all positions seat belt law”

Find ways to fund car seats for all NM infants and young children

Assure that car seats for infants and children are installed correctly for car seat
and vehicle type

Efforts to expand the network of Safe Kids chapters and support the statewide
coalition, including Safer NM Now

Enforcement of driving while intoxicated (DWI) laws

Intentional injuries are primarily homicide in this age group; child abuse comprises the
majority and most are under age 5 (see chapter on children and violence).

2002, Traffic Safety Data on Motor Vehicle Crash Injuries:

Traffic Safety Data, 2002 |All Serious Pedestrian|Pedestrian
only Injury |Injury |Fatalities | Death Injury
Under 5 490 203 7 0 11

5-9 Years 863 335 9 2 21

10-14 Years 1148 436 13 0 38

Total 2501 974 29 2 70

2002, Traffic Safety Motor Vehicle Crash Injury Rates, Children 0-14

All Serious Pedestrian|Pedestrian
Rate by Age Injury |Injury |Fatalities|Death Injury
Under 5 years rate 363.0 150.4 5.2 0.0 8.1
5-9 years rate 632.9 245.7 6.6 1.5 154
10-14 years rate 771.9 293.2 8.7 0.0 25.5
Age 0-14 rate 607.7 236.7 7.0 0.5 17.0
1999-2002, Traffic Safety Motor Vehicle Crash Injury Rates, Children 0-14
Traffic Safety Injury
Report 1999 2000 2001 2002 2003
Age 0-14 Non-fatal Injury
Rate/100,000 Population 723.9 632.3 600 607.7 Not Avail

Fatal and Non-Fatal Injury in Youth Age 15-24: The rate of all non-fatal injuries among
children 15-24 in 2000 was 3068. This rate was above Healthy People 2010 that has a

goal of not more than 933 non-fatal injuries per 100,000. The baseline was 3,116 non-
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fatal injuries per 100,000 persons, ages 16-20, and 2,496 non-fatal injuries per 100,000
for persons ages 21-24 in 1997.

Data on non-fatal injury was in development at the time of this report.

More females were injured in Motor Vehicle Crashes (MVCs) than males and the
number of injuries increases at age 15."

Non-fatal, unintentional injuries account for 84% of injury-related
hospitalizations in this age group

Risk factors included: lack of helmet laws for bicycles (all ages) and on
motorcycles (over 18 years of age), use of alcohol, drugs or tobacco, few Developmental
Assets, poverty, and lack of health insurance.

New Mexico has the 6™ highest seatbelt use in the United States for 2003. In
2003 the Youth Risk and Resiliency Survey reported that 88.5% of high school students
reported using seat belts.” The state continues to add new School Based Health Centers.
Injury is the leading cause of death in the age group 15-24.

The rate of all youth deaths ages 15-24 in 2002 was 106.5/100,000°

The death rate was at a high of 131 in 1996 and a low of 90.0 in 2001 with an
average death rate over 8 years of 112.65/100,000

The leading causes of death for youth ages 15-24 were: unintentional accidents
(including MV C) assault (homicide) and intentional self harm (suicide), malignant
neoplasms, influenza and pneumonia.*
Motor vehicular crashes in this age group ranged from 80-115 per year; the overall rate
for the period has not changed. Fatalities in this group are associated with many factors

that were cited above.

! New Mexico Teenagers in Crashes, 1999-2002, Produced for the New Mexico Traffic Safety Bureau

2 New Mexico Youth Risk and Resiliency Survey (YRRS), 2003 Report of State Results

3 New Mexico Selected Health Statistics Annual Report, Table 3.12 Ages 15-24 Age-Specific Death Rates
Leading Causes by Race/Ethnicity New Mexico Residents 2000-2002 Average

* Bureau of New Mexico Vital Records and Health Statistics, 2003 Preliminary Data
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Motor Vehicle Crash Deaths in Youth 15-24 Years, Number and
Rate/100,000 NM 1995-2003, 2004 provisional

140 45.0
120 1 T 400
+ 35.0
_ 100 + + 30.0
3 80 + 1250 8
§ 60 + 1200 &
0 1 +15.0
+ 10.0
20 1 + 5.0
0 - - 0.0
1995|1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004
B Number | 115 | 120 | 94 85 82 (108 | 87 | 118 | 111 | 112
—eo— Rate 39.2140.1|309|27.6 |31.1 404|314 |42.0 | 38.0 | 38.3

Additional information about injury in NM is found at www.health.state.nm.us. Key

reports are from the injury prevention program and the YRRS. The annual reports of the
Office of Medical Investigator (OMI) at the UNM; and the Traffic Safety Bureau of NM

Transportation Department are key to assessing risk factors.
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HEALTH OF NEW MEXICO YOUTH

Youth Development and State Performance Measure 1: The number of counties and tribal entities
implementing positive youth development strategies defined by 6 key criteria.

Among County Health Improvement Councils (CHICs), the five key criteria for implementing

positive youth development.

X 1-CHIC has identified positive youth development as a priority in its annual plan;
X2 2-CHIC membership includes at least two youth each year;

X 3-CHIC has at least one person trained in positive youth development;

X2 4-CHIC has a plan for at least one evidence-based intervention in the annual plan;
X 5- CHIC plan for youth involved youth and approved by youth;

X2 6-CHIC coordinates efforts with School Health Advisory Committee (SHAC).

Healthy People 2010 Goals: The National Initiative to Improve Adolescent Health by the

Year 2010 (NIIAH 2010) has identified 21 Critical Objectives for adolescent health and defines
adolescent health broadly, complementing the traditional focus on categorical health problems
and antecedents by concepts of healthy adolescent development and health-promoting
environments to provide a proactive foundation for promoting the health and safety of
adolescents and young adults. The NIIAH’s goal is to foster cooperation among different partners,
including states; its framework seeks new approaches, work with a variety of partners, and the
concept of adolescent health from an action-oriented perspective.

The National Initiative is based on a comprehensive approach that recognizes that seemingly
isolated adolescent problems are influenced by common antecedent factors — those that protect
and those that can jeopardize health and safety. Youth opportunities and supports are
increasingly important in a world of rapidly changing labor markets, rationales for civic
engagement, and a growing need to communicate and cooperate across age, ethnic, religious,
cultural, and gender boundaries. Youth who spend time in communities that are rich in
developmental opportunities for them experience less risk and show evidence of higher rates of
positive development. Diverse program opportunities are more likely to support broad
adolescent development and attract the interest of and meet the needs of a greater number of
youth . Cultural groups vary in what characteristics they most value for their youth and adults.
Core human needs that researchers agree are universal include the need to feel competent, to be
socially connected, to feel valued and respected, to actually be making a difference in one’s

social group, to feel that one has some control over one’s own behaviors and experiences, and to
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have one’s physical, emotional and spiritual needs met.

Relying on theory, practical wisdom and empirical research, youth development advocates and
researchers agree upon personal and social assets that can be viewed both as universals and broken
down into subcomponents that reflect cultural specificity. These assets include: caring and
compassion; character; competence in academic, social, and vocational arenas; confidence; and
connection. Researchers and advocates have also come to some consensus regarding features of
positive developmental settings. They include: physical and psychological safety; appropriate
structure; supportive relationships; opportunities to belong; positive social norms; support for
efficacy and mattering; opportunities for skill building; and integration of family, school, and
community efforts . These features moderate or mediate the effects of individual vulnerabilities

or environmental hazards, and diminish the likelihood of negative health and social outcomes .

Through the Youth Risk Resiliency Survey (YRRS), New Mexico monitors this strategy because the
evidence shows when youth are supported and feel connected they are less likely to take risks that may
have life-long consequences. Researchers on resiliency and protective factors have learned that a
significant percentage of those adolescents who appear to have the worst of all possible
environmental conditions against them are able to overcome these adversities if they have a
sufficient level of resiliency and protective factors working in their favor. Their conclusion is that
it is not so much the risk factors that predict the future life prospects of adolescents but whether
there are sufficient resiliency and protective factors in their lives.*

The following pages show two sets of resiliency factors, in three different contexts:

> Positive Support » Boundaries and Expectations
Parent and Family Parent and Family

School School

Community Community

Not each and every resiliency factor is protective against a specific risk, and some risks have other
factors not found in the YRRS. The set of three graphs show that teens who have less support take
more risks; and that teens with more support take fewer risks. This model appears relevant to all
but sexual behavior which is, in one perspective, not a dangerous health risk but part of normal
development. Research from the National Longitudinal Adolescent Health Survey has shown that

other factors are more powerful regarding youth, their sexual development and sexual behaviors.
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A caring and supportive relationship with a parent or adult in the family can reduce serious risk
taking behaviors. In 2003, 68.6% (£2.4%) of NM youth reported that they had such a relationship.
An estimated 31.4% (£2.3%) did not.

Resiliency Factors and Risk Behaviors

Caring and Supportive Relationships in the Family, Although parents and other

Grades 9 - 11, YRRS, 2003 adults may tire of setting

boundaries and expectations

100 when their teen children seem
90
80 | to ignore them or pronounce
70 . . .
= o0 | it “boring”, it does have
)] . .
% 50 1 importance to their teens.
o 40 1 . .
30 It helps them to resist serious
20 . .
o I risk taking.
0 Did not use a
Tl | T | e | Sowavacive | N e condom atast
‘ﬂwi(h Resiliency Factor 68.6 14.6 9.9 28.7 7.3 88.5 419
\@Without Resiliency Factor 314 336 225 39.2 60.8 80.7 53.4
\ y

Data Source: Youth Risk and Resilience Survey

1 0
Resiliency Factors and Risk Behaviors An estimated 80.1%

Boundaries and Expectations in the Family, Grades (+1.8%) of NM youth

9-11, YRRS, 2003 reported there were

boundaries or expectations

100 . .
% in the family. The next
80 | — graph shows how such
70 - expectations protect youth.
qu: 60
o 50 - .
[ Beyond the family, the
o 40
30 - school and the community
20 -+ environments have great
10 1 potential to support youth
0 Didnotusea . .
Total Contemplated Attempted soxuattynotve | NS Sexually ot 1mn thelr own resolve to take
Suicide Suicide Active Responsible
sssss |
B With Resiliency Factor 80.1 16.4 10.7 28.4 71.6 87.9 43.8 feWer rlSkS.
| Without Resiliency Factor 19.9 38.1 27.2 44.2 55.8 78.4 54.1

DataSour ce: YouthRisk and Resilience Sur vey
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Finally, research has shown that youth involvement in different kinds of activities — beyond the classroom — are
associated with lower prevalence of serious risk taking. The NSCH provides many examples; one is shown here.

100%

75%

50%

25%

0%

Youth Involvement in Any Type Community Service or Volunteer Work,

Age 12-17 Years, NM 2003

Age 12

Age 13

Age 14

Age 15

Age 16

Age 17

Total

ONo
BYes

40.3%
59.7%

42.9%
57.1%

44.1%
54.8%

31.9%
66.4%

41.2%
58.8%

37.0%
63.0%

39.5%
60.1%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

References: Centers for Disease Control and Prevention, National Center for Chronic Disease Prevention and Health
Promotion, Division of Adolescent and School Health; Health Resources and Services Administration, Maternal Child

Health Bureau, Office of Adolescent Health; National Adolescent Health Information Center, University of

California, San Francisco. Executive Summary — Improving the Health of Adolescents & Young Adults: A Guide for
States and Communities. Atlanta, GA: 2004. National Research Council and Institute of Medicine (200) Community
Programs to Promote Youth Development. Committee on Commuity-Leel Programs for Youth. Jacquelynne Eccles
and Jennifer A. Gootman, eds. Board on Children, Youth, and Families, Division of Behavioral and Social Sciences
and Education. Washington, DC: National Academy Press.
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HEALTH OF NEW MEXICO CHILDREN: HEALTHY WEIGHT, OVER WEIGHT & OBESITY

State Performance Measure  The percent of adolescents who are overweight or at risk of
overweight (BMI) >= 85" percentile for age and gender.

Healthy People 2010 Goal 19-3 is to reduce the proportion of children and adolescents who
are overweight or obese to 5% from the 1988-94 baselines of 11%.
The prevalence of overweight and obesity in children is rising. Childhood obesity is associated
with adverse medical and psychosocial consequences. Overweight acquired during childhood or
adolescence may persist in adulthood with increased risks of some chronic disease later in life. As
a result, the rising prevalence of obesity and chronic disease will place more burdens on the health

care system, including increased costs of medical care.

Childhood obesity is associated with adverse medical and psychosocial consequences. Overweight
acquired during childhood or adolescence may persist into adulthood with increased risks of some
chronic disease later in life. As a result, the rising prevalence of obesity and chronic disease will
place more burdens on the health care system, including increased costs of medical care.
Following the published data from the CDC's Third National Health and Nutrition Examination
Survey (NHANES III), concern has been expressed that the prevalence of obesity in children and
adolescents may be increasing in New Mexico, but definitive data are lacking. Therefore, Title V
leadership is committed to establishing a baseline to assess the extent of obesity on childhood in

New Mexico and develop a plan of action for its prevention.

In 2003, 57% of New Mexico adults were overweight or obese. (CDC BRFSS, 2003), And 24% of
New Mexico high school students were overweight or at risk for overweight. (NM Youth Risk &
Resiliency Survey, 2003). In some counties, 36% of 9th - 12th graders were overweight or at risk

of becoming overweight.
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In 2003, youth at risk of being overweight or those who were overweight worked hard at this

Percentage of New Mexico High School Students Who Were
Overweight in 2003

50
40
30 -
Percentage 16.4
2
0 12.4 4
10 | L-
0
Overweight
Ethnic Group

ONon-Hispanic White BHispanic OAmerican Indian OAII

problem:

>70% exercised to loose
weight in past 30 days
>50% ate les food, fewer
calories or low fat foods to
loose weight or keep from
gaining weight

15% of overweight boys
and 21% of overweight
girls vomited or took
laxatives, twice the
percentage of normal
weight youth.

Data Source: CDC/NCHS/SLAITS/National Survey Children’s Health, 2003. Analysis by NM MCH Epidemiology

Parent's Report of Child's BMI (calculated from ht wt) Ages 10-17, While there
US and NM, 2003 e .
are limitations
100 to self-
80 reported BMI
= 60 | data, it is
Q . .
e interesting to
K 40
note that the
20
_- 1 self-report for
° NM high
Underw eight Normal w eight Atrisk for Overw eight 18
overw eight
school
mus. 4.9 64.6 15.7 14.8
mNew Mexico 7.1 64 12.1 16.8 students was

14%; and as

seen in the next table, the parent’s report of their children being over-weight was 16.8% - the latter

actually very close to the 14% of the YRRS.
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Body weight status based body mass index (BMI) as reported by parent, children and youth ages
10-17 years, Nationwide and New Mexico, National Survey of Children’s
The 2003 NSCH also found that parents of NM children reported being concerned a little or a lot
for their children about eating disorders:

24% of parents of children 6-9 years

29% of parents of children 10-13 years

28% of youth age 14-17 years
Over the last twenty years, much has been done to develop information with regard to the effects
of television viewing on consumers and their food behavior. The chart above depicts the number
of hours New Mexican children spent watching TV-Videos or Playing Video games, during an
average school day. Investigators hypothesize that television viewing causes obesity by one or
more of three mechanisms: (1) displacement of physical activity, (2) increased calorie
consumption while watching or caused by the effects of advertising, and (3) reduced resting
metabolism. The relationship between television viewing and obesity has been examined in a
relatively large number of cross-sectional epidemiologic studies but few longitudinal studies.
Many of these studies have found relatively weak, positive associations, but others have found no
associations or mixed results; however, the weak and variable associations found in these studies
may be the result of limitations in measurement. Several experimental studies of reducing
television viewing recently have been completed. Most of these studies have not tested directly the
effects of reducing television viewing behaviors alone, but their results support the suggestion that
reducing television viewing may help to reduce the risk for obesity or help promote weight loss in
obese children. One school-based, experimental study was designed specifically to test directly
the causal relationship between television viewing behaviors and body fatness. The results of this
trial provide evidence that television viewing is a cause of increased body fatness and that
reducing television viewing is a promising strategy for preventing childhood obesity. Statistics
from all studies dealing with trends in television viewing indicate that across the population and
particularly during childhood, television exposure time is increasing. In 1964, only 8 percent of
households in the U.S. received nine or more channels,1983, 61 percent received that number.
Cable channels, available today, have added hundreds to the number of channels available.
Recent Kaiser Family Foundation studies show that children ages 8 to 18 watch about three hours

of television per day, while younger children, from infants to 6 years old, are watching about one
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hour per day, on average. Studies on the effects of television exposure time on children indicate

that in addition to influencing weight status directly through physical inactivity and increased food

consumption, the effects of body fatness may occur indirectly over both short and long periods.

(Federal Trade Commission, 1978). They found no significant viewing differences between

obese, super-obese, and non-obese children with respect to size of peer group, ability to cooperate

with friends, time spent alone, or time spent in other leisure activities (Dietz and Gortmaker 1985).

Hours Spent Watching TV-Videos or Playing Video Games, Average School
Day, Child 6-17 Years, NM 2003

50%

40%

30%

20%

10%

0%

6-9 years 10-13 years 14-17 years

O Never 36% 22% 17%
B 1 hour 14% 27% 31%
02 hour 4% 7% 14%
13 hour 3% 5% 6%
M A+ hniire 43% 39% 31%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

New Mexico data, above, indicate that a higher percentage of children ages 6-9 years old, watch

4+ hours of TV per day, than the percentage watching 4+ hours who are 10-17 years old . The

same is true for those who never watch TV, a larger percentage of 6-8 year old New Mexicans

reported never watching TV, as compared to children ages 10-17. Thus, while the tendency to

never watch TV decreases with age, the tendency to watch 4 or more hours of TV per day also

decreases with age. The tendency to watch 1-3 hours per day increases with age in New Mexico.
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The state’s 6-9 year olds were more inclined to take part in strong physical activity for 20 minutes

a day, 7 days per week than are 10-13 or 12-17 year olds. The least likely to do this are the 14-17

year olds.
Children 6-17 Years, Past Week, Number of Days Had Strong Physical
Activity for 20 Minutes, NM 2003
BO% - - - @ o e e il ;
40%
30%
20% -
it
o | o W] [T T
Never 1 day 2 days 3 days 4 days 5 days 6 days 7 days
m6-9 years 8.9% 4.7% 9.4% 16.2% 9.7% 15.2% 3.9% 31.7%
m10-13years | 8.3% 4.8% 10.1% 17.0% 9.4% 18.2% 5.1% 26.7%
O14-17 years |  21.6% 4.6% 12.1% 12.1% 8.0% 21.6% 4.6% 15.0%
O Total 13.1% 4.7% 10.6% 15.1% 9.0% 18.5% 4.5% 24.1%

Data Source: CDC/NCHS/SLAITS/National Survey Children’s Health, 2003. Analysis by NM MCH Epidemiology

The NCHS survey also indicates that in New Mexico, only 54.9% of New Mexican families report
eating a meal together 7 days per week. An estimated 34.6% eat 3 to 6 meals together per week,
and 7.7 percent of families surveyed only a meal together 1 to 2 times a week, and the families
who never eat together totaled 2.6 percent. The WIC Program is recommending that families try

to eat at least one meal together everyday.
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Number of Days/Week NM Families with Children <18 Years
Ate A Meal All Together
by Federal Poverty Level of Household, NM 2003
100%
75% -
50% i
25%
0% _:m_;ﬂﬂ_;LE[L_J:lj:iL_
<100% 100 to 133 to 150 to 185 to 200 to 300 to 400% or
? <133% <150% <185% <200% <300% <400% more%
ONever 1.9% 1.4% 1.4% 4.0% 3.0% 3.4% 2.3% 3.2%
B 1 day 3.2% 4.7% 4.3% 3.3% 3.0% 2.8% 2.8% 3.5%
02 day 6.3% 6.1% 1.4% 4.7% 3.0% 6.1% 5.1% 6.0%
03 day 6.7% 4.1% 4.3% 7.3% 7.5% 8.6% 7.3% 8.4%
B4 day 7.9% 8.1% 11.4% 8.7% 11.9% 11.0% 14.7% 11.9%
05 day 7.9% 9.5% 12.9% 13.3% 14.9% 14.7% 17.0% 16.8%
W6 day 2.9% 4.7% 2.9% 4.0% 6.0% 4.3% 6.9% 7.8%
07 day 63.3% 61.5% 61.4% 54.0% 50.8% 49.2% 42.7% 42.4%

Data Source: CDC/NCHS/SLAITS/National Survey Children’s Health, 2003. Analysis by NM MCH Epidemiology

Approximately 16.8% of New Mexican families over 400% of poverty eat together 5 days a week

as compared to 7.9% of families whose income is less than 100% of the federal poverty level.

This is often due to the latter having to work several jobs to make ends meet. However, it is

interesting to note that 63.3% of families less than the federal poverty level eat together 7 days per

week as compared to only 42.2% of families living at 400% of federal poverty level.

In 2002, CDC documented that 22% of low-income children between 2-5 years of age who

participated in federally-funded nutrition programs were overweight or at risk for overweight
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(CDC Pediatric Nutrition Surveillance System, 2002) A poor home situation has been associated
with a nine-fold increased risk of obesity in kids who were neglected and 2-3 times increased risk
for kids in poor living conditions. The concern has been expressed that the prevalence of obesity
in children and adolescents may be increasing in New Mexico, but definitive trend data are
lacking.

National data shows that among adults the trend for a BMI>30 went from 12% in 1991 to
17.9% in 1998. No differences were seen by gender, age, race, smoking status, or
education levels and an increase was seen in all states. .

There was a 39% increase in obesity among 12-17 year olds in the U.S. from 1970
compared with 1980 data. Increases were seen in all ages, both sexes. Comparing Skin
Fold measurements from 1965 to 1980 there was a 54% increase in overweight among
6-11 year olds and a 98% increase in prevalence of obesity. CDC NHANES Ill. Twenty
three percent (23%) of 9-12" graders had a higher than normal BMI (includes overweight
and at risk of overweight, all those with BMI >= 85" percentile for age and gender.
(YRRS)

Disparities: Children with obese mothers, low family incomes, and lower cognitive
stimulation have a significantly elevated risk of becoming obese, independent of other
demographic and socioeconomic factors. In contrast, increased rates of obesity in black
children, children with lower family education, and nonprofessional parents may be
mediated through the confounding effects of low income and lower levels of cognitive
stimulation

Strauss and Knight investigated the association between the home environment and
socioeconomic factors and the development of obesity in children. Maternal obesity was the most
significant predictor of childhood obesity (OR: 3.62 [2.65-4.96]). The cognitive scores and
household income were also significant predictors of childhood obesity; low income: 2.91 [1.66-
5.08], medium income: 2.04 [1.21-3.44]). Children who lived with single mothers were also
significantly more likely to become obese, as were black children, children with nonworking
parents, children with nonprofessional parents, and children whose mothers did not complete high
school. Neither the child's gender nor emotional scores contributed to the development of obesity.
After controlling for the child's initial weight-for-height, maternal body mass index, race, marital

status, occupation, education, and emotional scores, only the cognitive score and family income
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remained significant predictors of childhood obesity. Richard S. Strauss  and Judith Knight, The
National Longitudinal Survey of Youth

The percentage of obese New Mexico Native American high schools students (16.4%) and
Hispanic high school students (12.4) is much higher than Non Hispanic White students (8%).
Risk Factors for obesity or over weight are related to increased caloric intake, decreased
physical activity, mother’s weight, cognitive scores, and household income, single head of
household, length of exposure to food, availability of food, restrained feeding, reactive overeating,
modeling of behaviors, prompting by parents and child care providers, culture, peer influences,
and media influences. Developmentally, the ages of infancy, 5 and 7 years of age, and teens are
when children naturally add body fat.
Impact The impact of obesity on children can be hypertension (9 times greater in
prevalence) and Diabetes. Other problems kids may have are fatty liver and gallstones,
which are usually rare in children, but more common among obese kids. Obese children
may also present with lowered immune function, higher rates of bronchitis, upper
respiratory infections, skin alterations, more acne, head aches, and orthopedic problems.
Positive Influence Factors Education, physical activity, healthy feeding relationships, and a
stable home life are positive influences, decreasing the prevalence of obesity.
State Targets: Although no state target exists today, Family Health Bureau would target no
greater than 15% would be overweight (85%tile) and no greater than 5% would be obese.
Evidence based policies: New Mexico just legislated that the Public Education Department
regulate Competitive Foods in public schools. The New Mexico legislature has also passed some
bills recently related to Physical Education mandatory as part of overall curriculum for some age
groups. Evidence based programs are increased physical activity, decreased energy intake, and
guiding principles related to sharing the power within the feeding relationship for infants and

children.

Data Sources: YRRS 2003, New Mexico; NMSU study on WIC clients, Ellyn Satter, “Child of
Mine”; and the National Survey of Children’s Health/CDC/NCHS/SLAITS 2003
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NATIONAL PERFORMANCE MEASURE 08: BIRTH RATE FOR TEENS AGE 15-17 PER 1,000 POPULATION

The Healthy People 2010 goals were developed in terms of pregnancies. This presents the

difficulty of the under reporting for pregnancy terminations and fetal deaths, while data on rates
derived from live births is more stable.

The rate of births to teens age 15-19 per 1,000 population in 2003 was 42 for the United States and
61.1 for New Mexico; the NM rate was 1.45 times the US rate. Significant disparities by race and
ethnicity were reported for NM teens.

TEEN BIRTH RATES, AGE 15-19, BY RACE AND ETHNICITY
New Mexico 2001-2003 and the United States 2002

NM PopulationNM Births  |NM Birth Rate |US Birth

Female 15-19 [15-19 15-19 Rate15-19
Asian / Pacific Islander 1,257 20 16.2 18.3
IAmerican Indian / Alaska Native 10,168 607 59.7 53.8
Black / African-American 1,989 90 45.4 66.6
White Non-Hispanic 26,064 857 32.9 28.5
\White Hispanic 33,994 2,941 86.5 83.4

NM Births and Birth Rates are Yearly Averages for Period 2001-2003; Population is from 2002 (UNM-BBER); Birth numbers from
NMDOH, BVRHS. US birth Rates are for 2002, source www.teenpregnancy.orq. Provided by T.Scharmen, MPH, NM DOH.

The federal Title V MCH Program places emphasis on births to teens age 15-17 for whom New
Mexico has seen a decrease in the rate of births from 49/1,000 population to 35.7/ 1,000
population (females 15-17).

Births to Teens Age 15-17 and Birth Rate per 100,000 Population, 1990-2003,
2004 provisional
Number Births Birth Rate/100,000
2500 60
2000 | 150
+ 40
1500 +
+ 30
1000 +
T 20
500 + 110
0 - -0
1990 | 1991 | 1992 | 1993 | 1994 | 1995 | 1996 | 1997 | 1998 | 1999 | 2000 | 2001 | 2002 | 2003 | 2004
B Number Births | 1558 | 1695 | 1808 | 1955 | 1989 | 1949 | 1892 | 1868 | 1899 | 1810 | 1697 | 1647 | 1635 | 1618 | 1584
—e— Birth Rate 46.8 | 49 | 504 | 52.6 | 51.7 | 49.0 | 46.1 | 44.1 | 435 | 40.8 | 39.1 | 37.5 | 37.7 | 37.4 | 35.7

: VRHS

Source
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Setting the performance objective, 2005-2009: The average annual rate of decrease in the birth

rate for teens 15-17, for the period 1995-2004 was 0.04% (note that 3 year averages were used to

obtain this rate). This estimate will be applied to targets for the period 2005-2009.

The NM DOH priority is on teens age 15-19; births to teens age 15-17 are encompassed in this
initiative. Trends in rates for the two subgroups 15-17 and 18-19, and the trend for ages 15-19

were analyzed; there has been an 11% decrease in the rate for age 15-19 in past 10 years (about

2.7% average annual decrease).

1990, 1995-2003 and 2004 Provisional

Teen Birth Rates: Age Groups 15-17,18-19 and 15-19

Rate Per 1,000 140
Population 120 | B

100 | Hﬂ\mﬂ—k.
oA A”’A\A\A—A—A-\/\
60

a0 | ® MR g S S DU

20

0
1990 1995 | 1996 | 1997 | 1998 | 1999 | 2000 |2001 {2002 | 2003 | 2004
—e— Age 15-17 Teen Birth Rate | 46.8 49.0 | 46.1 | 441 |43.5|40.8 |39.1|37.5|37.7 | 37.4 | 35.7
—— Age 18-19 Birth Rate 124.0 121.6/119.6|115.3/105.5|105.0|105.8/101.9|101.0|101.7| 92.2
—aA— Age 15-19 Birth Rate 78.1 743 | 78 |73.2|67.7 |67.2 | 655|629 | 62.3 | 62.6 |58.71

Source: VRHS

There are significant differences in rates by race-ethnicity among teens 15-19; these differences
have persisted over the past 10 years. Many factors are associated with these differences: cultural

norms, poverty versus socio-economic advantage and others.

Teen Birth Rate by Race-Ethnicity, New Mexico 2003

100 90:5

754 -

50 -

25

@ White Hispanic @ American Indian [J Black [J All Races ml White Non-Hispanic
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The NM PRAMS Surveillance Report 2001-2002 has extensive details about the health of
pregnant and parenting teens, and their access to/use of recommended health care. The report is
available at www.health.state.nm.us.

TEEN PREGNANCY PREVENTION IS A PRIORITY OF THE NM DEPARTMENT OF HEALTH.

Background: The NM Youth Risk Resiliency Survey (YRRS) — the NM equivalent of the CDC
Youth Risk Behavior Survey (YRBS). Age at first intercourse and number of sexual partners is
associated with increased risk for unwanted pregnancy and other sexually transmitted diseases,

including HIV infection.

2003 New Mexico YRRS Results for Sexual Activity: Not all districts who agreed to participate
in the YRRS allowed questions about sex. Therefore, the following data represent most, but not
all, of the participating districts.

A two-fold increase was reported in the number of New Mexican adolescents who had sexual
intercourse before age 13: 5% in 2001 and 10% in 2003.

In 2003, 48% of NM youth in Grades 9-12 indicated they had ever had sexual intercourse (a non-
significant increase from 44% in 2001). Among those who had ever had sexual intercourse:

19% reported having had sexual intercourse with one person during their lifetime,

15% had 2-3 partners, and

13% indicated 4 or more partners

In 2003 14% said alcohol or drugs were used before having had sexual intercourse the last time,
and 28% percent said a condom was used the last time they had engaged in sexual intercourse
(unchanged from 2001).

The entire text of the NM YRRS is available online at www.health.state.nm.us. The data are used
extensively by community groups for whom county-specific estimates are available.
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The 2001-02 NM PRAMS surveillance report provides critical insight into the issues of intention
of pregnancy and use of contraception by teens. Among teens who had a live birth between 1998-

2002:

SELECTED CHARACTERISTICS OF TEEN MOTHERS, NM 1988-2002

Age

All ages
15-17
18-19
20+

All ages
15-17
18-19
20+

All ages
15-17
18-19
20+

All ages
15-17
18-19
20+

All ages
15-17
18-19
20+

All ages
15-17
18-19
20+

All ages
15-17
18-19
20+

0

Percent of mothers with....

Intended pregnancy

Unintended pregnancy

3 healthy preconception behaviors

Frequent/binge drinking

Cigarette smoking

Daily multivitamin

Physical abuse by partner

10 20 30 40 50 60 70 80 90 100

%

56.8
26.3
32.4
62.1

43.2
73.7
67.6
37.9

18.3
1.7

8.8
20.0

18.6
17.4
18.8
18.6

24.0
27.4
35.2
223

22.9
15.2
11.9
249

7.6
9.4
8.2
7.4

Ccl

1.3
5.1
3.7
1.4

1.3
5.1
3.7
1.4

1.2
4.2
2.7
1.3

1.0
4.1
3.2
1.1

1.1
5.0
3.9
1.2

1.3
4.6
3.0
1.4

0.7
3.0
2.2
0.7

Among young teens age 15-17, more
than half said they intended the
pregnancy. More needs to be done
to understand this perspective of
young teens.

Among teens closer to achieving
high school graduation, ages 18-19,
the percent with an unintended
pregnancy was nearly 74%.

Teens were twice as likely as to have
not had healthy preconception
behaviors than women age 20 and
older. The need to promote
preconception health is great in NM,
not only for teens.

State performance measures have
been developed to address the issues
of very high risk behaviors such as
frequent or binge drinking, smoking,
physical abuse by a partner — and to
promote the use of folic acid to

reduce birth defects.
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Use of contraception among teens who had a live birth suggests avenues for prevention:
Among those with unintended pregnancy, percent who used contraception at the time of
conception:

~40% teens age 15-17

39% teens age 18-19

Among those with unintended pregnancy, percent who did not use contraception at the time of
conception:

~60% teens age 15-17
61% teens age 18-19

Prevention of unintended pregnancy among NM teens requires continued efforts to assure that
effective methods are easily accessed and that teens (both male and female) understand correct
use. The emergency contraceptive pill — available in NM through clinics or pharmacies since
2004, may help to avert some of the unintended pregnancies.

In 1998, the NM Family Planning Program launched a program entitled “Challenge 2005:

Reducing Teen Pregnancy in New Mexico”. It asked counties to reduce their teen birth rate 20%

by 2005. In 2005, using 2003 that was the most current county specific data, there was an overall

11% reduction in teen births; significant progress was noted:

District | District Il
County % Change [Births County % Change [Births
Torrance |-49% 30 Los Alamos 67% 5
Cibola -16% 81 San Miguel |-36% 52
San Juan [16% 311 Colfax -25% 26
McKinley [-14% 216 Union -21% 8
Bernalillo 7% 1180 Santa Fe 12% 238
Sandoval 6% 163 Rio Arriba 6% 148
Valencia 2% 199 Taos 9% 66
Mora 78% 10
Harding . 1
District Il District IV
County % Change [Births County % Change [Births
Catron -39% 3 Quay -53% 13
Socorro  -26% 45 De Baca -31% 4
Luna -25% 388 Eddy -31% 145
Grant -23% 72 Guadalupe 29% 10
Sierra -21% 22 Chaves -26% 171
Otero -10% 139 Lincoln -15% 28
Hidalgo -5% 15 Lea -13% 223
Dona Ana [18% 605 Curry -7% 148
Roosevelt [19% 57
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The tables above show the results by Public Health District, and by order of the decrease. The
numbers of births in 2003 are shown to gauge the dimension of the effort and to interpret the
percent change. Thirty of the state’s 33 counties reported a reduction between 1998-2003; only 3
counties reported an increase over this period. Fourteen of the counties achieved a decrease of
20% or greater. The tables produced by the program do not feature statistical testing; but rather

provided the counties with a score, irrespective of the number of teens or number of births.

The Title V Abstinence Education Program is a program of the Family Health Bureau with the
goal to build developmental assets of youth and promote abstinence and decision making for
healthy life. In the recent past the Abstinence Education Program focused on middle and high
school students, beginning July 1, 2005 the Department will use Title V funding to provide
curriculum-based services to students in the sixth grade. National research has indicated that
abstinence programs work best among young people who have not yet engaged in sex. The
middle school version of YRRS in 2002 reported high numbers of middle school attendees having
had sex: 30% of 8" graders, 20% of seventh graders and 15% of sixth graders.
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HEALTH OF NEW MEXICO YOUTH —TEEN SUICIDE PREVENTION

NATIONAL PERFORMANCE MEASURE 16, THE RATE (PER 100,000 POPULATION) OF SUICIDE
DEATHS AMONG YOUTHS AGE 15-19

The Healthy People 2010 Goal is to reduce the teen suicide the suicide rate to 6.0 per
100,000 population. This goal is related to objective 18-10, to reduce the rate of suicide

attempts by adolescents in grades 9-12 to a 12-month average of 1 percent.

Healthy People 2010 includes the following national measures related to adolescent
suicide, * Reduce the proportion of children and adolescents with disabilities who are
reported to be sad, unhappy, or depressed as well as eliminate the disparity between
children with disabilities and those without; and to increase the proportion of children

with mental health problems who receive treatment.

Teen suicide rates are as unpredictable as suicide itself; and, in a state the size of NM the

numbers are small from a statistical point of view.

Suicide in Teens Age 15-19, Numbers and Rates, 1992-
2003, 2004 provisional

Number
Rate/100,000 Teens

19921993/ 1994 1995|1996/ 1997| 1998|1999 2000/2001|2002|2003| 2004

Provisional

Suicide Deaths| 21 | 23 | 28 | 26 | 21 | 18 | 17 | 28 | 28 | 20 | 23 | 18 | 36
Suicide Rate |17.6|18.9/21.8/19.5/15.2|/12.7|/11.8|19.4|19.2| 14 |15.5/11.8|23.7
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Analysis of Trend, Setting New Targets: The average annual percentage change in rates

between 1992 and 2004 was 7.514%; the 5 year percentage change was 11.33.

In light of trend analysis — with highly variable rates and a small number of events - It is
unwarranted to change the state targets at this time; the state target will remain 13.5 per

100,000 population through 2009.

Suicide in Teens Age 15-19, Annual Rates and 5 Year
Moving Average Rates in Trend Line, 1992-2004 NM
25
20 |
15 |
10
5 4
0
199 | 199 | 199 | 199 | 199 | 199 | 199 | 199 [200 | 200 | 200 |200 200
2 3|4 5|6 |7 |89 0|1 /|23 /4
—e— Suicide Rate 17.6/18.9/121.8|195(15.2/12.7|11.8|19.419.2| 14 [155(11.8/23.7
—m— 5 year avg rate 18.6/17.6/16.2|15.7|15.6|15.4|15.9|15.916.8
—A— Annual TargetRates | 18 | 18 | 17 | 17 | 16 | 156 | 15 | 14 | 14 |13.5/13.5|/13.5|13.5

Completed suicide is more common in adolescent and young adult males than in females
(male:female ratio of 3:1 in pre-pubertal suicides; 5.5:1 among 15- to 24-year-olds).
However, suicide attempts are three times more common in girls than in boys. In New
Mexico, in 2002, nearly 60% of the 197 hospitalizations for suicide attempts among

youth were female and nearly half were Hispanic.

Attempted suicide rates are highest for Native American youth and higher for Hispanic

youth than for White and African-American youth.62 Suicide completions (deaths) are
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also higher among Native American youth and Hispanics than among White non-

Hispanics and African-Americans in New Mexico.

Risk Factors: Untreated depression and substance abuse are major risk factors for suicide
and suicide attempts. Psychopathology: More than 90% of youth who commit suicide
have a mental health problem, although younger adolescent suicide victims have
somewhat lower rates of psychopathology, averaging around 60%.6 Depressive
disorders are consistently the most prevalent disorders among adolescent suicide victims,
ranging from 49% to 64%.64 Most children who need a mental health evaluation do not
receive services. Hispanics and the uninsured have especially high rates of unmet need

relative to other children.65

National data also indicate that 20% of children may have a mental health problem at any
one time and 70% of those identified as having a mental health problem are unable to
access treatment. Substance Abuse. Substance and/or alcohol abuse significantly
increases the risk of suicide in teens ages 16 and older. According to the 2000 National
Household Survey on Drug Abuse (NHSDA), youth who reported past year use of any
illicit drug other than marijuana were almost three times more likely to be at risk for
suicide than youth who did not use. While risk factors for both boys and girls include
previous attempts and depression, additional risk factors for boys are disruptive behavior
and substance abuse. In 1997, of the 63 New Mexico youth 15-24 years old that died by
suicide, 58 had toxicology tests performed. They revealed that 29 (50%) tested positive
for drugs or alcohol. Eighteen of those who tested positive were over the legal limit for

intoxication.66

Violence & Abuse: National data show that having been a victim of violence or abuse
increases risk for suicide in youth.67 Children who witness domestic violence are six
times more likely to commit suicide before the age of 16. In addition, having been a
victim of child sexual abuse was reported among 9% to 20% of adults who have
attempted suicide. Childhood physical abuse has been found to be associated with an

increased risk of suicide attempts in late adolescence or early adulthood.68 Girls that
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were victims of dating violence were 8-9 times more likely to have attempted suicide in
the previous year.69

Sexual Orientation. The National Longitudinal Study of Adolescent Health indicates that
youth with same-sex orientation are more than twice as likely to attempt suicide as their
peers. According to an analysis of 12 studies on youth suicide attempts in the Gay-
Lesbian-Bisexual population, 30.5% attempted suicide and 44.1% re-attempted
suicide.70

Law Enforcement/Corrections: Some studies suggest that youth who have contact with
the juvenile justice system are more at risk for suicide. One study showed that, among
youth ages 13-21 who committed suicide in one state, 63% had contact with juvenile
justice. There was also a correlation between the number of juvenile justice contacts and
suicide risk.71

Access to Firearms. Of the suicide deaths of youth aged 18 or under in New Mexico in
2002, firearms were the mechanism of completion in 63% of the suicides.72 In one
national study, the availability of guns in the home, independent of firearms type or
method of storage, appeared to increase the risk for suicide among adolescents.73 In the
2001 New Mexico Youth Risk and Resiliency Survey (N=9,122 students) 40.5% of high
school students said they could get a gun or rifle within 15 minutes to one day and 25%
said they could get a firearm from their home. In 2002, 67.7% of New Mexico
households contained a loaded, unlocked firearm.74

Stigma: Stigma has been identified as the most formidable obstacle to future progress in
the area of mental health.75 It is a key reason that certain ethnic groups are particularly
disinclined to seek treatment for mental illness or substance abuse.76 Stigma is intense in
rural areas77 and it is implicated in the low percentage of youth and the elderly with
mental disorders — both groups at high risk for suicidal behavior who receive mental
health services.78

Access to Care: Access to appropriate treatment decreases suicide rates. A national study
suggests that the increased use of antidepressants among children 10 to 19 years of age
has been accompanied by a significant decrease in the suicide rate in this age group. For a

1% increase in the use of Selective Serotonin Reuptake Inhibitor antidepressants (SSRIs)
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among adolescents, there was a decrease of 0.23 suicides per 100,000 adolescents per
year.79

Protective Factors: In a study of 10,700 students,80 schoolchildren with a history of
suicide attempts were compared to schoolchildren without such history with respect to
mutable home, school, and community factors. Children and youth least at risk felt they
mattered to their parents and their community and lived in places where adults made
them feel important and listened to them. The study showed that youth suicide prevention
should involve a coordinated effort to address resiliency factors in all the developmental
stages of a child’s life. The early parent/child relationship piece is an opportunity to
improve New Mexico suicide prevention efforts.

Access and Capacity Issues: 1dentification, evaluation and treatment are critically
important in the effort to combat suicide, yet, according to the 2002 Behavioral Health
Needs & Gaps in New Mexico, behavioral health services in New Mexico are inadequate,
difficult to access and poorly geographically distributed. With only 12 child psychiatrists
in New Mexico outside of Albuquerque and Santa Fe, even more limited psychiatric
services are available in rural and frontier New Mexico. The Gaps Analysis also found
that 80% of psychiatrists, 70% of psychologists, 47% of social workers, and 53% of
counselors are concentrated in Bernalillo and Santa Fe Counties, and most of these have
no training in working with children or adolescents.

New Mexico has fewer mental health professionals than other states:

* Psychiatrists (13.7 per 100,000 population vs. 14.2 U.S. average);

* Psychologists (25.2 vs. 28.4); and

* Social workers (31.2 vs. 36.2).

New Mexico Schools are also underserved. In 2002, a survey of New Mexico public
schools was conducted to determine the levels of community mental health and substance
abuse evaluation and treatment provided by non-school district employees to students in
the schools. This study found that 54.6% report they are receiving no community mental
health provider services and 93% would request an increase in mental health service

hours, if available.
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Educational/Training Programs for Primary Care Physicians and Pediatricians:
National data suggest that primary care providers prescribe 70% of the psychotropic
medications in the U.S., even though they have little behavioral health training. The
national and state need for training primary care physicians is highlighted by the finding
that, while 72% of 600 family physicians and pediatricians in North Carolina had
prescribed a SSRI (Selective Serotonin Reuptake Inhibitor antidepressant) for a child or
adolescent patient, only 8% said they had received adequate training in the treatment of
childhood depression and only 16% reported that they felt comfortable treating children
for depression81 - - this, despite the fact that SSRIs have been shown to decrease

adolescent suicide.

Young People and Teens Who Received EPSDT, NM 2000-2003
100%
80% -
60% -
40% - -— i %
20% -
0% 2000 2001 2002 2003
—e—10-14 Years 37% 40% 39% 43%
—m— 15-18 Years 33% 34% 35% 42%
19-20 Years 17% 20% 19% 22%

EPSDT screening: The Early Periodic Screening Diagnosis and Treatment (EPSDT)
component of Medicaid services has not prioritized the behavioral health component of
screening in the past. As a result, there is an increased possibility that behavioral health
issues of children and adolescents are not recognized, since they are not raised as part of
this critical process. The proportion of young people who receive EPSDT screening is

low.
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D. Best Practices

1. School-Based Suicide Prevention Programs

Skills Training: Skills training programs emphasize the development of problem solving,
coping, and cognitive skills, as suicidal youths have deficits in these areas. School
curricula on suicide must be carefully planned in order to avoid disturbing students
already at high-risk for suicide. Several evaluation studies, especially those reviewing
longer-term approaches, have shown promising results, with some evidence for
reductions in attempted and completed suicides.82

Gatekeeper Training: Programs to train school personnel as gatekeepers are based on the
premise that suicidal youth are under-identified and that identification could be increased
by providing adults with knowledge about suicide. Research examining the effectiveness
of gatekeeper training is limited, but the findings are encouraging, with significant
improvements in school personnel’s knowledge, attitudes, intervention skills, preparation
for coping with a crisis, referral practices and general satisfaction with the training.83

2. Community-Based Prevention Programs

Restriction of Firearms: The underlying rationale for firearm restrictions is that, since
suicidal individuals are often impulsive, they may be ambivalent about killing
themselves, and the risk period for suicide is transient. Several studies have found that
restrictions on guns reduced the overall suicide rate as well as reducing firearm-related
suicides.

Media Education: Given the substantial evidence for suicide contagion, a recommended
suicide

prevention strategy involves educating media professionals about contagion, in order to
yield stories that minimize harm. Moreover, the media’s positive role in educating the
public about risks for suicide and shaping attitudes about suicide should be encouraged.
This strategy has been successful in Austria and Switzerland.

3. Screening and Early Identification Programs

Screening Models. A strategy that has received increased national attention is case
finding through direct screening of individuals. Self-reports, utilizing computers and
individual interviews, are used to identify youth at risk for suicidal behavior. These

models are being implemented in schools, juvenile justice programs, and primary care
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settings in New Mexico and around the country. Of primary concern is the need to have
enough providers available to evaluate and treat those who screen positive. Without
resources to which to refer adolescents for treatment, screening is useless and, in fact,
may increase liability.

4. Treatment

“The burden on professionals to identify depressed and suicidal teenagers and bring them
to treatment is greater than ever before...given the complexity of the mechanism of youth
suicide, . . . a comprehensive, integrated effort, involving multiple domains -- the
individual, family, school, community, media, and health care system -- is needed.”84
Psychotherapy: Cognitive Behavioral Therapy (CBT) is a best practice for treating
adolescent depression. Key CBT elements include: (1) a collaborative relationship
between client and therapist, (2) psychological distress viewed as a disturbance in
cognitive processes (therefore, one works to change cognitions to change behavior), (3)
time-limited therapy that also provides psycho-educational treatment on specific
problems.

Currently, the Office of School Health, in collaboration with the University of New
Mexico, is providing CBT training to mental health and primary care providers, working
with students at selected rural New Mexico SBHCs. Interpersonal Psychotherapy (IPT) is
another psychotherapy model for treatment of depression that has been proven effective
in numerous studies. IPT is a brief and highly structured manual-based psychotherapy
that addresses interpersonal issues. It aims to decrease symptoms by helping improve
social interactions.85

Psychopharmacological: Recently the issue of using antidepressants to treat adolescent
depression, with the exception of fluoxetine (Prozac), has become more controversial. A
recent study concluded, however, that “An inverse relationship between regional change
in use of antidepressants and suicide raises the possibility of a role for using
antidepressant treatment in youth suicide prevention efforts, especially for males, older
adolescents, and adolescents who reside in lower-income regions.” For each 1 percent
increase in the use of antidepressants among adolescents, there was a decrease of 0.23

suicides per 100,000 adolescents per year.86
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CHILDREN AND YOUTH WITH SPECIAL HEALTH CARE NEEDS

The Title V MCH definition of this population includes all children

*who have, or are at increased risk for, chronic physical, developmental, behavioral, or
emotional conditions and

*who also require health and related services of a type or amount beyond that required by
children generally.

An estimated 17.7% of NM children and youth age 0-17 have special health care needs; a
similar estimate to the nation.

Estimated Prevalence of Children & Youth
With Special Health Care Needs, NM and US, 2003
100
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Do not have special health care needs Children w ith special health care needs
O Nationw ide W New Mexico ‘

Source: Compiled from Data Obtained from Child & Adolescent Health Measurement Initiative (2005).
National Survey of Children’s Health, Data Resource Center on Child & Adolescent Health, website
www.nschdata.org.

According to the National Children’s Health Survey (NCHS) there were an estimated
88,375 CYSHCN in New Mexico in 2003; this estimate may be low because the NSCH
used a survey estimate of 499,992 NM children. The New Mexico intercensal estimate

for 2003 was 511,2903 — a difference of over 11,000 children.

In 2001, the estimate of CYSHCN for the state and the nation was 11%, based on the
National Survey of Children with Special Health Care Needs. Researchers at the Data
Resource Center on Child and Adolescent Health examined the two surveys and
determined that the overall population estimates in 2001 were low due to methodological

differences with the NSCH in 2003. While the overall estimates were low; the intra-
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population estimates for program characteristics are not thought to be affected. (Personal

communication, C.Bethell, PhD)

In both NM and the US, the distribution of the population of CYSHCN is lowest for
children <6 years of age, thought to be due to the age of children when diagnoses are
made, particularly for chronic conditions rather than conditions originating in early years

of life such as sequelae of birth defects or low birth weight.

Children & Youth with Special Health Care Needs, New Mexico and US, By Age Group
and Total, 2003
25
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0-5 yrs old 6-11 yrs old 12-17 yrs old All CYSCHN
O Nationwide 111 20.2 214 17.6
B New Mexico 10.1 18.9 23.3 17.7

Source: Compiled from Data Obtained from Child & Adolescent Health Measurement Initiative (2005).
National Survey of Children’s Health, Data Resource Center on Child & Adolescent Health, website
www.nschdata.org.

Of CYSHCN whose condition was moderate or severe, the age distribution was similar to
the distribution of all CYSHCN. Referring to the age distribution of all CYSCHN, this
table indicates that about half of children in the three age groups have a moderate or
severe condition, and the other half have conditions that are minor or not currently

affecting the child.
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CYSHCN Whose Condition Was Moderate or Severe,
By Age Group, NM and US 2003
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Source: Compiled from Data Obtained from Child & Adolescent Health Measurement Initiative (2005).
National Survey of Children’s Health, Data Resource Center on Child & Adolescent Health, website
www.nschdata.org.

The NM data for race ethnicity had very small cells for black, multi-racial and other
children (the other category included Native Americans in the New Mexico sample) and
thus are not reported. Nationwide the prevalence was 17.6% (CI 17.2, 18.0): white and
black children had similar prevalence to the national estimate; children less likely to have
special needs were Hispanic at 11.4% (CI 10.4, 12.4); those with higher prevalence were
multi-racial children at 23.6% (CI 21.0, 26.2). This report merits continued evaluation

over time.

Additional analysis of CYSHCN from the newly released NSCH will be forthcoming, to
aid the DOH in its work to address the needs of this population.

Youth in Transitional Age Group 18-24
The NM Behavioral Risk Factor Surveillance System (BRFSS) is one source of data that
can be used to examine all youth in the transitional age group 18-24 years. The 2000

BFRSS data (seen here) were compared to 2002 data (most current available) and there

were no significant differences; indeed, most estimates remained the same.
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Data from NM BRFSS on youth in transition age group 18-24

Year 2000

Indicator

95% Confidence

Weighted Percent |Interval

HEALTH STATUS

Stated their health was fair or poor

All New Mexicans 16.90% 1.4
Youth Age 18-24 8.30% " 35
Felt healthy and full of energy in the past 20 days

All New Mexicans 65.20% 1.9
Youth Age 18-24 65.00% " 6.1
Arthritis

All New Mexicans 21.70% " 15
Youth Age 18-24 5.00% 29
Presumptive arthritis (diagnosis and/or chronic joint pain)

All New Mexicans 31.60% " 18
Youth Age 18-24 14.60% " 46
Asthma, told they have it

All New Mexicans 10.80% 12
Youth Age 18-24 13.90% 45
Asthma, currently have it

All New Mexicans 6.80% " 1.0
Youth Age 18-24 6.80% "33
Diabetes, told by doctor they have it

All New Mexicans 6.20% 0.9
Youth Age 18-24 0.30% " 06
Overweight based on BMI of 25-29.9 (self report of height and weight)

All New Mexicans 37.50% " 20
Youth Age 18-24 24.80% " 56
Obese based on BMI =/>30 (self report of height and weight)

All New Mexicans 19.70% 16
Youth Age 18-24 7.20% " 3.0
DISABILITY

Reported having a disability (see text)

All New Mexicans 25.50% 17
Youth Age 18-24 17.70% " 50
Reported being limited in any way in any activity because of

physical, mental or emortional problems

All New Mexicans 18.40% " 15
Youth Age 18-24 9.10% " 35

Have trouble learning, remembering or concentrating because
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Data from NM BRFSS on youth in transition age group 18-24

Year 2000

Indicator

95% Confidence

Weighted Percent |Interval

of any impairment or health problem

All New Mexicans 12.00% " 13
Youth Age 18-24 10.00% 41
Use special equipment because of any impairment or health problem

All New Mexicans 5.70% " 0.8
Youth Age 18-24 1.00% 14
Require care for personal or routine needs

All New Mexicans 6.40% 1.0
Youth Age 18-24 3.00% 24
HEALTHY OR HEALTH RISK BEHAVIORS

Binge drinking: =/more than 5 drinks on one occasion in past month

All New Mexicans 15.80% " 15
Youth Age 18-24 27.30% " 57
Heavy drinking:males 2 or more drink/day in past month; female 1 drink

All New Mexicans 5.00% " 08
Youth Age 18-24 7.50% "33
Unaware that there are medical treatments that can reduce the

chances of a pregnant woman from passing HIV to her baby

All New Mexicans 49.20% 22
Youth Age 18-24 44.10% " 6.2
Engaged no physical activities during the past month

All New Mexicans 25.80% 17
Youth Age 18-24 18.90% 47
Don't meet recommended levels of physical activity

All New Mexicans 49.80% "' 20
Youth Age 18-24 40.20% " 6.2
Keep firearms in or around the home

All New Mexicans 34.90% " 19
Youth Age 18-24 24.80% " 54
ACCESS TO HEALTH CARE

Said they did not have any kind of health care coverage

All New Mexicans 22.50% 1.8
Youth Age 18-24 38.20% " 48
Needed medical care in past 12 months but couldn't get it

All New Mexicans 7.20% " 10
Youth Age 18-24 11.30% " 3.8

USE OF HEALTH CARE
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Data from NM BRFSS on youth in transition age group 18-24

Year 2000

95% Confidence

Indicator Weighted Percent |Interval
Saw a doctor, nurse or other health professional to get care in past 12 months

All New Mexicans 27.80% " 1.8
Youth Age 18-24 33.50% " 6.0
did not see doc for routine checkup in past 12 months

All New Mexicans

Youth Age 18-24

OTHER CHARACTERISTICS OF YOUTH AGE 18-24

Stated they were either dissatisfied or very dissatisfied with their lives

All New Mexicans 4.50% " 08
Youth Age 18-24 2.20% 22
Stated they do not get the social or emotional support they need

All New Mexicans 7.90% " 1.0
Youth Age 18-24 3.70% 21
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CHILDREN AND YOUTH WITH SPECIAL HEALTH CARE NEEDS

Performance Measure 02. The percent of children with special health care needs age 0 to 18 years whose
families partner in decision making at all levels and are satisfied with the services they receive (CYSHCN

survey).

Related to HP 2010 Objective 16.23: Increase the proportion of states and jurisdictions that have
service systems for children with or at risk for chronic and disabling conditions as required by PL
101-239.

Most currently available data (CSHCN survey conducted in 2001) showed that in NM, 46% of the
families of CSHCN feel they have partnered in decision-making and are satisfied with the services
received.

STANDARD: FAMILIES OF CYSHCN WILL PARTNER IN DECISION-MAKING & WILL BE SATISFIED
WITH THE SERVICES THEY RECEIVE

0 20 40 60 80 100

Families of CSHCN partner

aE— 4 .
& satisfied 6.0

Doctors usually or always
make the family feel like a - 80.0
partner

Family was very satisfied 49.6
with services received

While most (80%) families surveyed in NM feel that they partner in decision-making, only 49.6%
reported feeling “very satisfied” with the services they received. Nationally, 84.3% of families
surveyed feel they partner in decision-making, and 60.1% reported feeling “very satisfied” with

services received.
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The new National Survey of Children’s Health 2003 will be used to evaluate trends in this
indicator during 2005-2006.

Not all providers and/or agencies and institutions are trained to be inclusive in family participation
in decision-making. Families also experience cultural and linguistic barriers. Some families in

New Mexico face economic and socio-political barriers.

Lack of support and empowerment of families may result in an increased risk for their children
with special health care needs in obtaining all needed services in a timely manner, which may lead
to increased morbidity and decreased quality of life. Families of CYSHCN may feel overwhelmed
with their children’s need for care and services; and families at risk for not receiving support may

be those who lack education or who have cultural/language barriers.

A support network among families of children and youth with special health care needs may help

to empower these families to obtain the needed services for their children.

Related to HP 2010 Objective 16.23: Increase the proportion of states and jurisdictions that have

service systems for children with or at risk for chronic and disabling conditions as required by PL

101-239.

Evidenced based policies and programs: The Title V. CYSCHN program contracts with family
organizations to provide program input and training for parents and providers to increase family
involvement in decision making at all levels. Family members are participants in advisory
committees such as the newborn genetic and hearing screening programs. Family members of
diverse cultures are involved in trainings and program input. Per Family Organizations, the Title
V Program contracts for family involvement due to their guidance that family members not be
hired and co-opted. Family Voices (FV) developed the Workbook for Families to Participate with
States in the Development of Title V Block Grants utilizes the FV evaluation tool regarding family

involvement in decision making.
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CHILDREN AND YOUTH WITH SPECIAL HEALTH CARE NEEDS

Performance Measure 03. The percent of children with special health care needs age 9 to 18 who receive

coordinated, ongoing, comprehensive care within a medical home.

Related to HP 2010 Objective 16.22 (developmental): Increase the proportion of children with

special health care needs who have access to a medical home.

Children and youth with special health care needs (CYSHCN) who lack coordinated
comprehensive care in a medical home may not receive all of the care and services needed for
optimal growth and development, and may lead to increased morbidity and decreased quality of
life. Those at risk for not having coordinated comprehensive care within a medical home may be
those lacking financial and other resources, knowledge about the medical system or understanding
about the needs of their CYSHCN, and those with cultural/language barriers. The National
Survey of CSHCN 2001 showed that in NM, 45.4% of CSHCN received coordinated, ongoing
comprehensive care within a medical home. The National Survey of Children’s Health in 2003

indicates the state has lost a little ground with an estimate of 39.8% (CI 33.2, 46.4).

PERCENT OF CHILDREN AGE 0-17 YEARS AND WHO RECEIVE COORDINATED, ONGOING
COMPREHENSIVE CARE WITHIN A MEDICAL HOME

Access to a Medical Home for CYSHCN, US and NM, 2003
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Source: Compiled from Data Obtained from Child & Adolescent HealthHealth Measurement Initiative (2005). National
Survey of Children’s Health, Data Resource Center on Child & Adolescent Health, website www.nschdata.org.
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The NSCH provided estimates for performance on selected criteria of the Medical Home concept.
In 2003, for children & youth with special health care needs, age 0-17:

26.6% (CI 19.0-32.2) had significant problems getting the specialty care, services, or
equipment recommended by their personal doctor/nurse; 72.4% had few or no problems

18.8% (CI 10.5-27.0) did not have a personal doctor or nurse (PDN) who was consistently
available when phone advice or urgent care was needed for the child; 81.2% (CI 73.0-89.5)
reported consistent availability.

47.7% (CI 38.2-57.1) did not have a personal doctor or nurse who follows up with family
after child sees specialist or gets specialized services/equipment; 52% (CI 42.9-61.8) had
consistent follow up.

71.3% (CI 64.9-77.6) had a personal doctor or nurse who consistently spent enough time
with them and explained things in ways that children and parents could understand; 15.2% did
not have this; and 13.5% of CSHCN did not have a personal doctor or nurse.

The 2001 Survey of CSHCN showed that 66.6% of families in NM (compared to 78.1%
nationally) reported their children have no problems obtaining a referral when needed, and 24.8%
of families in NM (compared to 37.1% nationally) reported that their doctors communicate well
with other programs (e.g., schools, early intervention program, child care providers, vocational
rehabilitation program). Additional analysis of the 2003 NSCH will help to understand disparities
in this measure, and will be on the assessment agenda for the coming grant period.

New Mexico has a primarily rural population with barriers in access to care, specialty provider
limitations, and a transient nature of the immigrant population who speak English as a second
language.

The University of New Mexico collaborated with the Title V CYSHCN program in piloting the
medical home model in 5 regions of the state. Limited financial resources made the
implementation and success of the program very difficult.

The state of New Mexico was awarded a multi-year grant to collaborate with the Title V
CYSHCN program in piloting the medical home model in 5 regions of the state. Due to a small
population in a large state, the partners actively collaborate to serve the children and youth with

special health care needs.
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CHILDREN AND YOUTH WITH SPECIAL HEALTH CARE NEEDS

Performance Measure 04. The percent of children with special health care needs age 0 to 18

whose families have adequate private and/or public insurance to pay for the services the need.

Healthy People 2010 Goal is related to HP 2010 Objective 16.23: Increase the proportion
of States and jurisdictions that have service systems for children with or at risk for
chronic and disabling conditions as required by PL 101-239.

The state program for CYSHCN set targets for insurance coverage for this population for
period 2003-2008, based on data from the 2001 survey of CSHCN: 2003 — 57.4%, 2004
—60%, 2005 — 62%, 2006 — 64%, 2007 — 66%, 2008 — 66%. An estimated 83% of NM
children and youth with special health care needs had adequate insurance for the past year
in 2003; 17% had gaps in coverage or had no insurance at all. Thus, it would appear, that

coverage for this population is better than thought.

Adequacy of Coverage for Past 12 Months, NM Children With
and Without Special Health Care Needs, 2003
100
83.2
75 -
50
25 16.8 17
; I e
% Insured all year % Currently uninsured or periods of no
coverage
@ NO special health care needs W Special health care needs ‘

Source: Compiled from Data Obtained from Child & Adolescent HealthHealth Measurement Initiative
(2005). National Survey of Children’s Health, Data Resource Center on Child & Adolescent Health, website
www.nschdata.org.

New Mexico Children without special health care needs:
Insured all year, 83.2% (CI 80.8 - 85.5)
Currently uninsured or periods of no coverage 16.8% (CI 14.5 - 19.2)
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New Mexico CYSHCN:
Insured all year 83% (CI 77.0 - 89.1)
Currently uninsured or periods of no coverage 17% (CI 10.9 - 23.0)

Overall, the coverage of all NM children improved in the period 2001-2003. Findings
from the National Survey of CSHCN in 2001 showed that in NM, 57.4% families of
CSHCN reported having adequate private and/or public insurance to pay for the services
they need. About 20% of families did not feel that insurance usually or always meets
their child’s needs, and about 30% felt that costs not covered by insurance were

reasonable.

More CYSHCN who have insurance, are covered by publicly funded programs than

children who do not have special needs.

Of Children with Insurance, the Proportion by Private or Public Funded, by Special
Needs Status, NM 2993
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Source: Compiled from Data Obtained from Child & Adolescent HealthHealth Measurement Initiative
(2005). National Survey of Children’s Health, Data Resource Center on Child & Adolescent Health, website
www.nschdata.org.

Disparities: Children and youth with special health care needs receive medical coverage
through the state Medicaid/SCHIP program and the Title V CYSHCN Program. Both
programs face fiscal limitations, thus resulting in the exclusion of either diagnoses, and/or

treatment/procedures for CYSHCN. In addition, the Title V CYSCHN program has a
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$15,000 limit per fiscal year per child. Rural and immigrant children and youth face
geographical barriers to care. In FY ’04, legislation regarding Medicaid/SCHIP changed
the re-enrollment period from annually to semi-annually. The New Mexico Medical
Insurance Pool (NMMIP) insurance for high cost diagnoses has a six month waiting

period for pre-existing conditions.

Risk Factors: Those at risk for not having adequate insurance are those lacking financial

and other resources and those with cultural/language barriers.

Positive Influence Factors: Having a relationship with or connection to reliable sources

of information in their communities (e.g., other parents of CYSHCN) will allow families
to obtain the care/services available to them. The Title V program has begun the
purchase of insurance through NMMIP for children and youth with high cost diagnoses
as funds become available. Ultimately this will provide more comprehensive coverage
and will assist in meeting program costs and providing better support to the medical

infrastructure.

Evidenced based policies: Title V provides funding for children and youth with special

health care needs. Title XVIIII is the New Mexico Medicaid program and Title XXI is

the SCHIP program that expanded the existing Medicaid Program. Under Title V
CYSHCN program, all infants receive newborn and genetic screening and follow-up.
Private insurance was legislatively mandated (FY ’03) to provide metabolic food and

formula to clients with metabolic diseases.

Evidenced based programs: Title V provides funding for children and youth with special

health care needs. In New Mexico, the Title V CYSHCN program, Children’s Medical

Services provides medical coverage, care coordination and infrastructure support as well

as surveillance for CYSHCN.
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CHILDREN AND YOUTH WITH SPECIAL HEALTH CARE NEEDS

Performance Measure 05. Percent of children with special health care needs age 0 to 18 whose
families report the community-based service systems are organized so they can use them easily.

(CYSHCN Survey)

Healthy People 2010: Related to HP 2010 Objective 16.23: Increase the proportion of

States and jurisdictions that have service systems for children with or at risk for chronic

and disabling conditions as required by PL 101-239.

Status: Most currently available data (CSHCN survey conducted in 2001) showed that in
NM, 66.5% of families reported that community-based service systems are organized so

families can use them easily.

Trends: Data are not sufficient to assess trends since the CSHCN survey has only been

conducted once in 2001.

Gaps: Outreach efforts are needed to educate families and providers about community-
based service systems that are available to them and to assist them in accessing those

systems.

Disparities: New Mexico has a primarily rural population with barriers in access to care,
specialty provider limitations, and a transient nature of the immigrant population who
speak English as a second language. Lack of specialty care providers requires families to
often travel long distances to receive consultation and treatment of conditions. The
state’s primary tertiary care provider has limited linguistic resources for families who

speak English as a second language.
Risk Factors: Families at greatest risk for not accessing available services are those

lacking knowledge/education, particularly those with cultural/language barriers and those

in rural areas, isolated geographically.
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Positive Influence Factors: CMS coordinates over 120 specialty care clinics statewide

which includes pulmonary, neurology, cleft lip and palate, endocrine, metabolic and
genetic clinics. Local community providers often participate in these clinics as well as

specialists from the University of New Mexico Hospital.

Evidenced based policies: Under Title V. Children’s Medical Services is the Title V

Children and Youth with Special Health Care Needs Program provides community-based
and coordinated care for CYSHCN.

Evidenced based programs: Title V provides funding for children and youth with special

health care needs. In New Mexico, the Title V CYSHCN program, Children’s Medical

Services provides medical coverage, care coordination and infrastructure support as well
as surveillance for CYSHCN. This includes the provision of community based, culturally

competent, coordinated specialty care clinics.
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CHILDREN AND YOUTH WITH SPECIAL HEALTH CARE NEEDS
Performance Measure 06. The percentage of youth with special health care needs
who received the services necessary to make transition to all aspects of adult life.

(CYSHCN Survey)

Healthy People 2010: Related to HP 2010 Objective 16.23: Increase the proportion of

States and jurisdictions that have service systems for children with or at risk for chronic

and disabling conditions as required by PL 101-239.

State Targets: 2003 — 5.8%, 2004-5.9%, 2005-6%, 2006-6.5%, 2007-6.7%, 2008-6.7%.

Status: In the state of New Mexico there are more than 48,000 adolescents state-wide
were recorded as having a chronic medical condition (NM-3CR, 2001). These conditions
may vary in complexity and risk from those that would be considered to be relatively
minor, to conditions that have the potential to be life-threatening (i.e. asthma, seizure
disorders, cardiac conditions, various cancers and others). As little as two decades ago,
few children with severe illnesses or disabilities survived to adulthood. Today almost
90% of children with chronic conditions live to age 21 and beyond. As this group
approaches the ages of 18-21 they begin to lose many of the supports that have provided
some degree of stability in their lives and consistency of treatment for their medical
conditions. These may include: dropping from their parents medical insurance, losing
Medicaid eligibility, or other public insurance programs (i.e. Children’s Medical
Services), losing the continuity provided by their childhood pediatricians, and support
systems that may have been provided through their public school systems. In the year
2000, Children’s Medical Services began a series of focused efforts in the area of the
CYSHCN youth in transition population which are continuing to evolve (see below).
Most currently available data (CYSHCN survey conducted in 2001) showed that in NM,
5.8% of youths with special health care needs (as reported by their families) receive the
services necessary to make transitions to adult life, including adult health care, work, and

independence. However, the reliability of this measure is unknown, given the small
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numbers available from the survey to assess this issue among youths with special health

care needs.

Trends: The results of a study released by the Commonwealth Fund (Collins, 2004)
show that (nationally) 13 million young adults between the ages of 19 to 29 lacked health
insurance in 2002, as they dropped from their parents’ coverage and other sources of
insurance for which they may have been eligible. A national survey conducted in 2001
showed, more specifically to New Mexico, that more than 38% of New Mexico
CYSHCN youth between the ages of 18-24 reported having NO health care coverage
(HRSA/CDC, 2001). This also exists in an environment where the number of quality
health care providers statewide is limited, and in the case of some regions and specialties,

declining.

Gaps: There has previously been a lack of a statewide, unified infrastructure for the
purpose of tracking and oversight of CYSHCN youth in need of transition services. Most
of the statewide transition efforts, where available, are done at local levels, using

different techniques and standards. Valid performance measures are still lacking.

Disparities: The CYSHCN population seen by Children’s Medical Services is
additionally compromised in its quest for transition services, as this group is also

characterized by living in extreme poverty, and tending to be under-insured or uninsured.
Risk Factors: The CYSHCN population, in need of transition services, as seen by
Children’s Medical Services tend to comprise a group who are living in poverty, and may

tend to be limited by cultural and language barriers.

Positive Influence Factors: The Champions for Progress Grant, the Healthy Transition

New Mexico Coordinating Council, the CMS Transition Team, Statewide Transition

Coordinating Council.
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Evidenced based policies: The Title V CYSHCN Program provides Transition Planning

for YSHCN. Public Education Department’s Division of Vocational Rehabilitation and
Special Education Bureau are addressing their shared aim of ensuring smooth transitions
from school to adult life for youth with disabilities through a series of State-wide regional
workshops designed to bring together numerous agencies, organizations and family
members to address transition mandates. State Department of Education graduation
requirements states that local school boards shall ensure that each high school student has

the opportunity to receive transition planning.

Evidenced based programs: In the year 2000, Children’s Medical Services, through the

process of writing a grant proposal for the Healthy and Ready To Work Grant, formed
two transition councils. One, the CMS Transition Team, is composed of CMS staff who
comprise a cross-section of CMS staff from all four state public health districts. Out of
this effort a state-wide transition team was also created. This group, the Healthy
Transitions New Mexico Coordinating Council is composed of a much broader state-
wide membership base that includes members of the New Mexico Department of Health
(DOH), The Department of Vocational Rehabilitation (DVR), the University of New
Mexico, the Center for Developmental Disabilities (CDD), Special Education teachers
from Santa Fe and Albuquerque, Parents Reaching Out (PRO), Education for Parents of
Indian Children With Special Needs (EPICS), and the New Mexico Business Leadership
Network. Both councils continue to meet monthly in spite of the fact that they have
received no previous funding. Children’s Medical Services, and both of the transition
councils are now taking the position that transition education and planning need to begin
(much earlier) with CYSHCN youth at age 14.

In 2004, Children’s Medical Services, as the official Title V, MCH Program for the
CYSHCN population in New Mexico, was invited to submit a grant proposal for an
incentive award, through the Maternal & Child Health Bureau (MCH) and administered
by the Champions for Progress Center, Early Intervention Research Institute, at Utah
State University. CMS’s proposal was officially funded in late 2004, and the project
being created through this modest grant will run through early 2006. Through this project

a “train the trainers” type of retreat will be created, a state-of-the-art transition team will
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be trained to perform a series of regional transition trainings throughout the state, a
prototype transition mentoring program will be instituted, and efforts to create more of an
interactive, cooperative state-wide transition infrastructure will begin. It is hoped that a
major by-product of this project will be the gathering of more useful transition data that
addresses the number of CYSHCN youth receiving transition education and services,
types of services, and levels of satisfaction.

Data Sources: SLAITS/CSHCN Survey, The Commonwealth Fund, and HRSA/CDC
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SPECIAL POPULATIONS, PART 1: FATHERS AND MALE INVOLVEMENT IN MCH

Fathers are important to family life and to the well being of their children. “An abundance of
research in recent years has been definitive in underscoring

that fathers have a distinct, necessary and irreplaceable role to play in child development. They
bring a uniquely masculine quality to parenting.™”

From a summary of top ten facts about fathers: Children who live absent their biological fathers
experience: at least two to three times more likely to be poor, to use drugs, to experience
educational, health, emotional and behavioral problems, to be victims of child abuse, and to
engage in criminal behavior than their peers who live with their married, biological (or adoptive)
parents. Children who have absent fathers would benefit from close emotional and financial

participation of the father who lives outside the home.

From 1960 to 1995, the proportion of children living in single-parent homes tripled, from 9 percent to 27 percent, and the
proportion of children living with married parents declined. However, from 1995 to 2000, the proportion of children living in
single-parent homes slightly declined, while the proportion of children living with two married parents remained stable.

Children with involved, loving fathers are significantly more likely to do well in school, have
healthy self-esteem, exhibit empathy and pro-social behavior, and avoid high-risk behaviors such

as drug use, truancy, and criminal activity compared to children who have uninvolved fathers™.

New Mexico Initiatives

Male Involvement Projects of the Family Planning Program recognize that men’s sexual
and reproductive health needs are often overlooked or not accessed. While young men recognize
unintended pregnancy, STD-HIV/AIDS as serious problems, experience has shown that drawing
them into programs and services requires approaches that focus on their needs.

The South Valley (of Albuquerque) Male Involvement Project has goals to improve
educational and clinical services for men of all ages; reduce risk behaviors that lead to unintended
pregnancy, HIV & STDs; and decrease the prevalence of violence, pregnancy and STDs among
teens age 15-19 in the South Valley

For many years the FHB has sponsored the Men’s Wellness Retreat

The NM Young Fathers Project is a program that helps young fathers under the age of 26.
Participants receive individual case management, mentorship and learn life skills in groups with

other young fathers. They receive training in parenting, relationship skills and decision making.
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Participants learn to navigate systems that impact their families and improve employment
outcomes. Some participants are trained to become peer mentors-educators and conduct
presentations to other young fathers and community groups.

NM Young Fathers Project is in 5 communities: Springer, Santa Fe, Albuquerque, Silver
city and Las Cruces
An evaluation of key points associated with the question “Why involve males in reproductive
health programs?” is shown here as an indication of how these needs are also perceived by the
New Mexico Family Planning Program team:
o Women have been the principal targets and beneficiaries of family planning and

reproductive health programs.

o Failure to incorporate men in reproductive health promotion, prevention, and care

has affected their health, the health of women, and the success of the programs.

o Men play an influential role in the reproductive health of their families and sexual
partners.

¢ Men have their own distinct reproductive health needs and demands.

e Inequitable gender relations affect the reproductive health of both sexes.

o Men’s risk behavioral patterns have negative effects on women and children.

@ Women want their partners to be more involved and men play dominant roles in
decisions

o Men are more interested in family planning than assumed and need communication

and services directed specifically to them.
@ Couples who talk to each other reach better, healthier decisions and men make
decisions that affect both women and men’s health™. For example, men may choose not wear

a condom or be tested for AIDS.

Male involvement was recognized as a critical need for NM during the 2005 needs assessment. A
state performance measure was developed, and the situation was critically reviewed:

State Performance Measure 5. The number of male clients acquiring improved knowledge and
access to reproductive health care services for men in public health offices through the provision
of family planning/reproductive health exams, STD screening and treatment, contraceptives and

relevant medical supplies.

199



The NM Title X Family Planning Program served over 5,000 men in 2004 and is a nationally
recognized model for this work with men & reproductive health.

Gaps: Insufficient assumption of male responsibility and male involvement by males in family
planning/reproductive health decisions; Traditional view among men, particularly during their teen
years that family planning is a woman’s issue; Inadequate number of programs that focus on 1)
educating men about their roles in family planning/reproductive health decisions; 2) improving
their knowledge of and access to male-friendly family planning/reproductive health services; 3)
motivating men to focus on their children’s future.

Disparities: Adolescent Hispanics as well as other low socio-economic status youth tend to be
both less interested in and involved in making family planning/reproductive health decisions, as
well as less aware of the educational and clinical services that may be available to them

Risk Factors: Risk factors include being less than18 years, poverty, poor school performance or
dropping out of school, distressed - dysfunctional families and sometimes, cultural mores
associated with ethnicity.

Positive Influence Factors: Positive male role models, strong connections to either family and

school, and knowledge of and access to male-friendly family planning/reproductive health
services.

Healthy People 2010: At present, no Healthy People 2010 Objective exists for this age group and

gender, although Objective 9-6, characterized as “Developmental,” would measure “Increased
male involvement in pregnancy prevention and family planning efforts.” Established related
Objectives include:

e 9-10: “Increase the proportion of sexually active, unmarried adolescents aged 15 to 17
years who use contraception that both effectively prevents pregnancy and provides barrier
protections against diseases;” and

e 9-11: “Increase the proportion of Young Adults Who Have received formal instructions
before turning 18 years on reproductive health issues, including all of the following topics:
birth control methods, safer sex to prevent HIV, prevention of sexually transmitted
diseases and abstinence.”

Evidence-based programs: Putting What Works to Work, Emerging Answers, Making the List-National

Campaign to Prevent Teen Pregnancy. Counseling and education have a clear scientific basis for their
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design. They require a commitment of staff time and effort, as well as additional time from clients; they

are tailored to the individual and they include building clients' skills and knowledge.

Data Sources: New Mexico (NM) Family Planning Program Quarterly Education Outreach Data

Forms and the NM Public Health Division Client Data System “INPHORM.” This is not a

population-based measure, but rather an indicator of the state program’s performance. Population-

based proxy measures for youth are in the NM Youth Risk Resiliency Survey and for youth age

18-24 & adults in the NM Behavioral Risk Factor Surveillance System. Developmental Objective

9-6 would rely on National Survey on Family Growth (NSFG), which will include data on male

fertility in the future.

SPECIAL POPULATIONS- PART 2: IMMIGRANTS AND FATHERS IN MCH IN NEW MEXICO

Immigrants and MCH in New Mexico The NSCH affords the first data to estimate the

statewide demographic distribution of the US Born and Not US Born population of

mothers, fathers and children. Immigrant families with children face more hardships than
the non-immigrant population. As seen in the profile below, there is a need to develop
policies that address issues related to poverty such as adequate food, access to primary

preventive care and affordable health insurance. In New Mexico, an estimated 18-19%

of parents and nearly 5% of children were foreign born.

100%
80%
60%
40%
20%

0%

Birth Place of Mother & Father,
By Age of Child, NM 2003

ma L (T

T

Oto2Yr 3to5Yr 6to9Yr | 10to13Yr | 14t017 Yr Total
COMother NotBornin US| 17.4% 19.0% 22.5% 20.7% 15.3% 19.0%
[l Father Not Born US 15.0% 21.6% 21.4% 20.4% 13.2% 18.1%
OMother Born in US 82.6% 81.0% 77.5% 79.3% 84.7% 81.0%
O Father Born US 85.0% 78.4% 78.7% 79.6% 86.8% 81.9%
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Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

100%

75%

50%

25%

% Children Age 0-17 Not Born US and US Born, By Age NM 2003

0%
Oto2Yr 3to5Yr 6to9Yr 10t013 Yr 14 t017 Yr Total
O No 1.0% 3.2% 4.5% 7.4% 6.3% 4.8%
mYes 99.0% 96.8% 95.5% 92.6% 93.8% 95.2%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

X/
°e

85% of both foreign born mothers and fathers and nearly 80% of foreign-born

children age 0-17 were of Hispanic origins

& 14% of foreign-born mothers and fathers and 20% of children were not Hispanic

s 23-24% of households of foreign born mothers and fathers and 20% for foreign
born children spoke English as the primary language in the home

% 76-77% households of foreign born mothers and fathers and 79% for foreign born
children spoke Spanish as the primary language in the home

s About 1% of households of foreign born mothers, fathers and children spoke

another language in the home. These are largely Asian or European languages.

Immigrant Families and Poverty: While households with children 0-17 and with
immigrant parents comprised <20% of the population, this population has more than
twice the proportion of households below the federal poverty level (FPL) as compared to
households of US born parents. Nearly 25% of US born and of immigrant mothers and
children lived in households at 100-185% of poverty. Greater proportions of US born
households with children were at FPLs 200% and higher.
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Federal Poverty Level if Mother, Father or Federal Poverty Level if Mother, Father or
Child Were Not US Born, NM 2003 Child Were Born in the US, NM 2003
100% 100%
75% 75%
50% 50%
25% 1+ - - - - - - _ - - _______ 25% 4+ — — - e — e p—— — — — — — — — — — — — —
0% B - 0%

" <100% | 100to<185 | 185t0 <200 | 200t0<300 |  >300% <100% | 10010 <185 | 18510 <200 | 20010 <300 | >300%
‘uMomer 50.0% 26.5% 3.9% 71% 12.6% DOMother 19.8% 24.0% 5.0% 20.2% 31.0%
@Father 41.5% 32.6% 4.3% 8.7% 12.9% B@Father 11.8% 22.6% 5.8% 22.1% 37.7%
OChild 52.41% 21.49% 0.57% 3.63% 21.89% ‘DChiId 23.69% 24.82% 4.76% 19.10% 27.6%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology
Immigrants and Health Insurance Coverage: An estimated 18-20% of children of parents

not born in the US had no form of health insurance compared to ~7% of children of

parents born in the US. Children of foreign born parents had over 2.5 times the risk of
having no insurance coverage compared to children of US born parents.

Children not born in the US had much lower coverage: 46% compared to 8% for those

born in the US. Foreign born children had 5.8 times the risk of having no insurance

coverage compared to children born in the US.
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Children's Health Coverage by Place of Birth
of Mother, Father or Child, NM 2003
100.0%
75.0% -
50.0% -
25.0% -
0.0%
Mother | Mother Father Father Child Not| Child
NotBorn | Bornin NotBorn | Bornin Bornin | Bornin
inUS us inUS us us us
ONot Covered | 20.1% 7.3% 0.0% 18.2% 71% 46.0% 7.9%
W Covered 79.9% 92.7% 81.6% 92.9% 54.0% 92.0%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology

The National Child Health Survey estimated that in 2003 there were 499,992 children age

0-17 in New Mexico. Estimates of the numbers of New Mexican children who did not

have health care coverage by birth place of mother, father or child for the table above are:
¢ Child not covered, mother not born in US: 19,424

Child not covered, mother born in US: 29,471

7
L X4

X/
°e

Child not covered, father not born in US: 16,733
Child not covered, father born in US: 28,793

X3

S

X4

Child not covered, child not born in US: 11,097
Child not covered, child born in US: 37,738

)

X/
°e
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Similarly, estimates of the numbers of New Mexican children who had health care

coverage by birth place of mother, father or child for the previous table are:

+«* Child covered, mother not born in US: 717,407
¢+ Child covered, mother born in US: 373,689
¢ Child covered, father not born in US: 75,221
«» Child covered, father born in US: 379,039
+¢ Child covered, child not born in US: 13,012
¢ Child covered, child born in US: 437,574

From the 2002 National Survey of American Families, children of immigrants were more
than twice as likely to be in fair or poor health or to not have a usual source of health care

than children of non-immigrant families.

*

7% children <6 years if immigrants in fair or poor health

*0

X/
°e

3% children <6 years if non immigrants in fair or poor health

8% children <6 if immigrants were without a usual source of care

X/
°

X4

3% children <6 years if non-immigrant families without a usual source of care

L)

For children age 6-17, comparing immigrant to non-immigrant, the differences were three

fold with 11% of immigrants in fair or poor health and 15% had no usual source of care.

In the next table, the proportion of children who got no preventive care visits during past
12 months appears to be about the same for immigrants or non-immigrants —8-10%. This
may represent that portion of the population who are unlikely to use preventive care

services, only going when there is an illness or injury.
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PREVENTIVE CARE, IMMIGRANT AND NON IMMIGRANT COMPARED:

Number of Preventive Care Visits
by Birth Place of Child or Child's Parent, NM 2003

100%

75%

50%

25%

0% 1 Mother Born Mother Born In Father Born Father Born in Child Born Child Born in US
Outside US us Outside US us Outside US
ONo Visits 8% 10% 9% 10% 8% 10%
W 1-3 Visits 68% 73% 66% 74% 66% 72%
04-6 Visits 20% 13% 21% 12% 27% 13%
07-12 Visits 3% 3% 4% 3% 0% 3%

Data Source: Centers for Disease Control & Prevention, National Center for Health Statistics, State & Local Area
Integrated Telepone Survey, National Survey of Children's Health, 2003. Analysis by NM MCH Epidemiology
How does NM compare to the nation? The National Survey of America’s Families in
2002 estimated 25% of immigrant families lived at or below poverty, compared to 15%
of non-immigrant families.
The high proportion of poverty in NM presents a different profile. The study described
issues faced by immigrant families as compared to non-immigrant families in the US*;
one can safely assume these issues apply to NM families:

Family worried about or encountered difficulty affording food, 39% v. 27%;
Living in crowded housing (over 2 people per bedroom), 27% v. 6%;
Paying at least half of income for rent or mortgage, 14% v. 6%;

Problems paying rent, mortgage or utilities, 16-17% for either group;
Uninsured, 18% v. 7%;

No usual source of care, 12% v. 4%;

In fair or poor health, 9% v. 4% (*percentages rounded)
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Frey, MD, MPH, internal document, presentation of EIS study.
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New Mexico Department of Health, Public Health Division, State Center for Health
Statistics at Office of New Mexico Vital Records and Health Statistics. MEDICAID PAID
BIRTHS: HOW ARE NEWBORNS AND MOTHERS FARING UNDER MEDICAID. 2003 UPDATE

US Department of Health and Human Services, Health Resources and Services
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Office of School Health. NEW MEXICO STATEWIDE STRATEGIC ACTION PLAN ON PHYSICAL
ACTIVITY AND NUTRITION IN THE SCHOOLS. 2004 Apr.

New Mexico Department of Health. NEW MEXICO MATERNAL AND CHILD HEALTH DATA
BOOK. 2005 MAR (PROVISIONAL).

New Mexico Department of Health, Public Health Division, Family Health Bureau, MCH
Epidemiology Program. 2003 Jul.

New Mexico Department of Health, Public Health Division, Bureau of Vital Records and
Health Statistics. 1990 AND 1991 NEW MEXICO LINKED MEDICAID AND VITAL STATISTICS:
COSTS, PRENATAL CARE AND BIRTH OUTCOMES.

New Mexico Department of Health, Office of Injury Prevention. INJURY HURTS NEW
MEXICO0. 2005 Feb. www.health.state.nm.us/injury.html.

Seattle Indian Health Board, Urban Indian Health Institute. THE HEALTH STATUS OF
URBAN AMERICAN INDIANS AND ALASKA NATIVES: AN ANALYSIS OF SELECT VITAL
RECORDS AND CENSUS DATA SOURCES. 2004 Mar 16. www.uihi.org.

Children, Youth and Families Department. PROTECTIVE SERVICES FACT BOOK: FOURTH
QUARTER AND ANNUAL 2004.

New Mexico Department of Health, Public Health Division, Office of EPIDEMIOLOGY,
SUBSTANCE ABUSE EPIDEMIOLOGY UNIT. The burden of substance abuse in New Mexico
2004.

New Mexico Department of Health, The State Center for Health Statistics, Bureau of
Vital Records and Health Statistics. NEW MEXICO SELECTED HEALTH STATISTICS ANNUAL
REPORT FOR 2003. 2005 Feb.

New Mexico Department of Health, The State Center for Health Statistics, Bureau of

Vital Records and Health Statistics. NEW MEXICO SELECTED HEALTH STATISTICS ANNUAL
REPORT FOR 2002. 2004.
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New Mexico Department of Health, The State Center for Health Statistics, Bureau of
Vital Records and Health Statistics. NEW MEXICO SELECTED HEALTH STATISTICS ANNUAL
REPORT FOR 2001. 2003 June.

University of New Mexico, Institute for Public Health. ASSESSMENT OF THE HEALTH
SYSTEM IN NEW MEXICO: FINAL REPORT FOR THE NEW MEXICO DEPARTMENT OF HEALTH.
2003 Oct. http://hsc.unm.edu/som/IPH/.

Insure New Mexico! Council. INSURE NEW MEXICO: A WINDOW OF OPPORTUNITY (INSURE
NEW MEXICO! COUNCIL REPORT TO GOVERNOR BILL RICHARDSON. 2005 Jan 21.
www.lnsurenewmexico.state.nm.us.

New Mexico Voices for Children. NEW MEXICO KIDS COUNT DATABOOK 2004. 2005 Jan.
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II.B.4 Examination of the MCH Program Capacity by Pyramid Levels
I1.B.4.a Direct Health Care Services

e Pregnant Women, Mothers and Infants
Family Planning: 3577 pregnant women were served by Title X supported clinics from
2004 Family Planning Annual Report. The New Mexico Family Planning program
provides high quality services for over 40,000 clients in need each year. Some of these
services include, Confidential services for teens and adults, including birth control
methods and sterilization procedures for men and women. Sexually transmitted disease
screening and treatment, counseling on the spread of disease and prevention. Clients are
not denied services because of inability to pay. Billing and collection procedures are
based on a sufficient proportional incremental scale so that the inability does not pose a
barrier to receiving services. Facilities in which services are provided are geographically
accessible to the population served and posted hours of operation are convenient to those
seeking services.

High Risk Prenatal Fund:_Maternal Health continues to oversee direct prenatal care

services in ten to thirteen local public health offices, while expanding partnerships with
private providers to ensure availability of prenatal care to medically indigent women
where possible. For high-risk indigent prenatal clients, the program administers a fund
for qualified private care providers, on a fee-for -service- basis. The Maternal Health

program regulates and licenses the practice of licensed midwives and certified nurse
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midwives (CNMs). This oversight ensures a pool of high quality providers of pregnancy-
related care providers. Thirteen of the fifteen CNM practices in New Mexico were
started in 1997 and rapid expansion continues. There is also a partnership with UNM
Hospital to bring prenatal care to urban medical indigents through the Maternal and
Infant Care Project. In 2000, over 26% of births in New Mexico were attended by
CNM’s, and the number of CNM services has more than doubled since 1996. Thirteen of
the fifteen CNM practices in New Mexico were started in 1997 and rapid expansion
continues. A very successful pilot Provider Agreement with First Choice Community
Health, a primary care agency in and around Albuquerque, resulted in 160 women
receiving early prenatal care who otherwise would not have gotten prenatal care. There
is also a partnership with University of New Mexico Hospital (UNMH) to bring prenatal

care to urban medical indigents through the Maternal and Infant Care Project.

Maternity & Infant Care Program:

The Maternity and Infant Care clinics have been providing prenatal care and family
planning services for low-income women for over 35 years. The four clinics are placed
within community centers in parts of the City of Albuquerque with high concentrations of
low-income women. There is also a clinic that serves the New Futures High School
student body (pregnant and parenting teens). The clinics are staffed full time by a Nurse
Practitioner or Nurse Midwife and support staff. The medical director, a full professor in
the Department of Ob-Gyn, serves one clinic session per week per clinical site. A
nutritionist and social worker are on staff and circulate between the clinical sites. The
staff are able to work with the patients in a culturally sensitive fashion since they are
within the patient’s community. The University of New Mexico Hospital or the
Department of Ob-Gyn covers the employee salaries. These clinics provide the prenatal
care for over 25% of the deliveries at the University of New Mexico Hospital. This
amounts to over 1000 women per year. Although the M&I clinics provide services to
Medicaid and U-Care covered clients, many of these pregnant women do NOT qualify
for financial coverage within these programs. Between July 1, 2004 and December 30,
2004, 737 women initiated prenatal care at the M&I clinic sites. Of these, 486 women

did not have any insurance and did not qualify for Medicaid funding for their pregnancy
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care. At an average cost of $93.00 per visit and an average of 12 visits per pregnancy this
amounts to 1.08 million dollars of clinic visit cost per year. The program continues to
receive Title V money to assist with costs but these funds cover only a small portion of
the annual operating costs for the Maternity and Infant Care system. The remainder of
the costs are currently absorbed by the University Hospital operating budget and the
Department of Obstetrics and Gynecology. Both of these organizations have made the
ongoing commitment to provide prenatal care to the low-income uncovered pregnant
population. The two organizations are confident that by providing prenatal care to this
economically high risk group, that they can positively impact on the pregnancy outcome
and the improved health of the newborn. For this reason they have continued to

financially support the M&I system.

The Families FIRST program assists pregnant women and children with the process of
obtaining Medicaid eligibility, assists with obtaining a medical home and follow up with
appointments. Assessments for high-risk members are provided and referred to the
appropriate resources in their community as well and the Managed Care Organization the
member is enrolled in.

Informal meetings with teen parents on early childhood services through the ECCS grant
activity are contributing to more understanding about how to meet the needs of this

population.

e Children
Data from the national immunization survey, NM Medicaid and the NM sample from the
NSCH were used to assess access to and use of primary preventive services. See needs
assessment sections on these topics.

e Children & Youth with Special Health Care Needs (CYSHCN)

Newborn genetic and hearing screening follow-up is provided by the newborn genetic
screening nurse and the social workers in the Children’s Medical Services Children and
Youth with Special Health Care Needs Program (CMS CYSHCN). All children in the

state have access to the initial screenings. Although incidence is small, sickle cell
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testing, education and outreach are provided through a contract with the Sickle Cell
Council. There is concern over the difficulty in following up of patients who have no
telephone system; move frequently, frequently have English as a second language or who
do not speak English; those who live in a rural area, and, as identified above, infants who
are born at home may have difficulty obtaining the genetic and hearing screening that
they need. Gaps identified: Lack of adequate clinical and financial support for expanded
screening, discontinued services by PHD offices for newborn screening or confirmatory
testing for home births, lack of follow-up of clients born outside of New Mexico; lack of
a medical home for all clients who need one; need for more education of all physicians
regarding the importance of follow-up; need for improved communication between the
laboratory and physicians and the CMS CYSHCN Program; need for improvement in the

accuracy and completeness of records.

The CMS CYSHCN and UNM multidisciplinary pediatric specialty clinics provide
community based assessment and planning that is then coordinated with the primary care
physicians. Cleft Palate clinics are essentially volunteer clinics, and although providers
travel to many different sites in rural areas, often key providers do not attend consistently
because of their own practice limitations. Providers are flown to the rural areas for the
specialty clinics. Each year, the CMS CYSHCN Program has experienced increases in
the cost of chartering airplanes. The need statewide for each of the types of clinics

exceeds the capacity of the pediatric sub-specialty provider community.

Families are at greatest risk for not assessing available services are those lacking
knowledge/education, particularly those with cultural language areas and those in rural
areas isolated geographically. Continued outreach efforts are needed to educate families
about community-based service systems that are available to them and to assist them in

accessing those systems.

I1.B.4.b Enabling Services

¢ Pregnant Women, Mothers and Infants
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I1.B.4.b Enabling Services

Although the Medicaid 1115 Family Planning waiver was implemented in the summer of
1998, staffing shortage has hindered progress. District 4 is using temporary employees to
help, and District 3 has delayed implementing Medicaid On Site Application Assistance
(MOSAA). When nurses implement MOSAA, they lose time needed for clinical services.
Staffing shortages also contribute to insufficient publicity about the waiver for both clients
and providers. Even when transfer from Title X clinic services to Medicaid is successful,
new barriers appear. For instance, when using Medicaid, women may have to drive
many miles to a private pharmacy where they may obtain only one month's supply of oral
contraceptives at a time, compared with a year’s supply from Title X offices. As another
barrier to preventing unintended pregnancy, some private pharmacies will not prescribe
nor dispense emergency contraceptive pills (ECP) even if the State law permitted

pharmacists to prescribe ECP.

Children

WIC Program: The WIC Program safeguards the health of pregnant,
breastfeeding and postpartum women, infants and children under five years of age.
Household income must be at 185% of the poverty level, and participants must be at
nutritional risk. The WIC Program is a preventive program, providing nutritious foods,
nutrition education, referrals to health and social services, and improved access to health
care in order to reduce nutrition-related health problems during critical periods of growth
and development. New Mexico serves 58,775 participants per month. The WIC Program
is piloting a WIC Smart card Chip on the food stamps electronic benefits card, which will
allow greater flexibility for both clients and grocers. WIC uses client satisfaction surveys;
Nutrition Education Survey annually, Food Package Survey. Families FIRST provides
and encourages clients to fill out satisfaction surveys, although has not had capacity to

analyze these findings.

Children’s Medical Services (CMS) has administered the Healthier Kids Fund (HKF)

program since 1994, providing preventative and primary care health services to low
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income healthy children, and healthy immigrant children, ages 3 to 19, who are not
eligible for the Medicaid and SCHIP programs. HKF is entirely funded by the state
general fund. Income eligibility is 300% of the poverty (SCHIP is 235%). When SCHIP
was implemented in 1998 55% of the HKF clients became eligible for SCHIP. Due to
limited funding enrollment HKF has limited enrollment since 1999. Currently
enrollment in HKF is a little over 1000 children down from approximately 6,000 before
SCHIP. HKF was terminated in 2004 due to budget cuts but reinstated (with no new
enrollment) by the Governor due to advocacy by immigrant Mothers. The CMS
CYSHCN and HKF Programs have worked closely with the Health Systems Bureau
(HSB), which oversees the RPHCA funded clinics that serve as the safety net for
uninsured residents of New Mexico. The HSB and the FHB coordinated with the
Primary Care Association when the HKF Program was at risk. This liaison continues,

with the pilot program for dental case management in Santa Fe.

Commodity Supplemental Food: Program provides supplemental nutritious food to
low-income women, infants, children and seniors. USDA donates the commodities. The
primary partner is USDA. New Mexico is one of the top three states in the country for
food insecurity. NM has applied for more caseload from USDA and has not been granted

new caseload for several years.

Farmers Market Nutrition Programs: The FMNP provides fresh fruits and vegetables
from farmers’ markets to women, infants, and children who are nutritionally at risk and
who are participating in the WIC Program. During Farmers’ Market season participants

receive $20 worth of coupons to be redeemed at local Farmers® Markets.

There is not a specific program entitled Parenting Education, however, the Child Health
Program has always provided parenting materials and training to groups. Child Safety,
funded by Title V collaborates with NM Healthy Childcare America at CYFD in New
Mexico Safe Kids Coalition. The Office of Injury Prevention in the Injury and Behavioral
Epidemiology Bureau of the Dept. of Health takes the lead on all aspects of unintentional
childhood injury in collaboration with the Traffic Safety Bureau, the Family Health
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Bureau, public health offices, the Children, Youth and Families Dept., and the Dept of
Human Services and their respective contractors. Child Safety and its partners target
low-income families for the free distribution of child car seats, booster seats, multi-sport
helmets, smoke and carbon monoxide detectors, and gunlocks statewide. The Program
has a contract with the National SAFE KIDS Campaign to be the sponsor for NM SAFE
KIDS Coalition. For the past 15 years, the state coalition has been primarily
concentrating on policy issues, assisting this year with the passing of safety equipment
and licensing laws for all off road vehicles that will target 50,000 minors under 18 and a
booster seat law that will target 130,000 children between the ages of 5 and 12.
Currently, the position that usually provides parenting expertise is vacant. There is a
great need for parenting education within New Mexico. While the need exists, the only
funds directed to this effort exist within the Child Health Program of Title V. Those
funds support two FTE’s that usually focus on parenting and child health education
initiatives. According to a New Mexico WIC Program local survey, 85% of parents
receiving WIC services want more guidance in raising their children. Because poor
parenting practices are strongly linked with the development of problem behaviors in
children, it is important to respond to the expressed need of these at-risk families.
Partners are Parents Reaching Out, WIC, Headstart, Early Child Care Program, CYFD,
SAFE KIDS. The MCH capacity for parenting education is rather low at this point. To
date, the MCH Title V Program has essentially been flat funded since 1997. Rising costs

have required budget cuts to maintain direct safety net services.

The Healthy Child Care America New Mexico (HCCNM) continues to be an active
intricate part of the New Mexico SAFE KIDS Campaign. The NM SAFE KIDS
Campaign and CYFD (HCCNM) developed a partnership to promote safety practices in
NM’s communities. Title V Child Safety Program staff administer the SAFE KIDS
Campaign in New Mexico. This legislative session, efforts targeted children wearing
helmets for sports. The Child Safety Program funded by Title V and located in DOH
depended on the Healthy Childcare America funding for three years to develop the DOH
home safety curriculum, which included all the usual safety issues that SAFE KIDS

addresses, a chapter on indoor air quality, and finally an appendix on how to care for your
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home without pesticides, plus another appendix listing non-toxic or less toxic alternatives
to all common household products that are dangerous to breathe or ingest. It apparently
was the first environmental health and safety curriculum of its kind in the US. It has
been a success, as CYFD took the curriculum and certified 50 instructors statewide to
teach it in the 17 annual RECEC conferences to 8,000 home daycare providers, of which
apparently they have already reached some 4,000. SAFE KIDS coalitions and chapters
have also used it for their own events. We had previously identified home daycare
providers as one of the most at risk environments for children because of the potential
number of children in the home. Child Safety Program if Title V is again currently
advocating for local SAFE KIDS coordinators to have a presence at the RECEC
conferences, teaching a safety course, which was partly even derived from the SAFE
KIDS curriculum developed by the national office, as well as having car seat/bicycle
clinics and SAFE KIDS booths on site. Child Safety Program is also in the process of
soliciting CYFD contractors who do the inspections of home daycares to be members of

the Safe Kids local chapters and coalitions.

e Children & Youth with Special Health Care Needs (CYSHCN)
The CMS CYSHCN program has faced difficulty in contracting with the family
organizations for several years. An effort continues to contract with Parents Reaching
Out (PRO), however CMS CYSHCN is unable to access additional resources. The
program contract funding has been cut considerably. The program has been able to
sustain $30,000 to contract with family organizations. Last year, the program was unable
to get the contract through the contracting process due to changes and reiterations in the
process. In FY *06, $30,000 will go to Educating Parents of Indian Children with Special
Needs (EPICS), individual parents, and PRO, should PRO accept a contract. The CMS
CYSHCN program realizes that the expectation by some parent organizations is greater
contribution by the Title V CYSHCN program, however the program continues to be cut,
with and contract funding being especially been hit especially hard as it is general fund
connected. Understanding that other states are able to provide more monetary support,

NM does not have that capacity. Families are at greatest risk for not assessing available
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services are those lacking knowledge/education, particularly those with cultural language

areas and those in rural areas isolated geographically.

Regarding medical home, NM is below the national average that reports that families
have no problem retaining a referral when needed, and that doctors communicate with
other programs. Lack of coordinated comprehensive care and medical home may result
in the CYSHCN not receiving all of the care and services needed for optimal growth and
development, and may lead to increased morbidity and decreased quality of life. Those at
risk for not having care within a medical home may be those lacking financial and other
resources. : The program collaborates with Human Service Department/Medical
Assistance Division (HSD/MAD) as partners to address quality of care issues such as
care coordination, adolescent transition, Medical Home and partners with HSD/MAD and
Lovelace SALUD! a managed care organization serving Medicaid clients. The
partnerships generate participation in the MCH Collaborative addressing statewide efforts
to bring families into medical homes and to educate providers/families about the Medical
Home concept. Two major statewide training events were delivered to the staff of the
CYSHCN program and parents of CYSHCN attending a Parents Reaching Out
Conference. A report on the Medical Home survey of family practice physicians and
pediatricians was included in the Epidemiology Newsletter reaching 4,000 organizations
and individuals in New Mexico. Steps have been taken to include medical home in the
residency-training program for the UNM School of Medicine for pediatrics and family
practice. This Medical Home partnership continues to be strong. The Title V CYSHCN
Director for CMS serves on the UNM Advisory Board and CMS continues to work with
partners in implementing the Medical Home project in five sites in New Mexico. CMS
provides the social work component of the medical home team in clinics that are
receiving training. In 2005, the CYSHCN Program no longer covers certain ENT
diagnoses because of increased medical and pharmaceutical costs and diminishing
Federal and State funding. The State continues to experience funding shortages due to
the increasing costs of the Medicaid Program. In 2004, Medicaid was reimbursing the
CYSHCN Program for care coordination services for CYSHCN fee-for-service clients.

The work of the Enchanted Rainbow Children’s Care Collaborative continues even
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though it is not formally funded. The Collaborative meets quarterly to address issues of
care coordination for CYSHCN. The focus is on children birth to age 6 with an emphasis
on behavioral health and early referral for developmental screenings for newborns. The
collaborative consists of State agencies, parents, Salud Health Maintenance

Organizations (HMO’s), UNM and early intervention providers. Double Rainbow: As a

Part C case management provider in several counties, CMS participated in the Double
Rainbow Project in Sandoval County to develop a responsive system of health care with

Medicaid MCOs for children eligible for IDEA, Part C.

Transition of Youth with Special Health Care Needs: The Title V CYSHCN Program,
CMS, has worked diligently to increase transition services to youth within the program.
In the year 2000, Children’s Medical Services, through the process of writing a grant
proposal for the Healthy and Ready To Work Grant, formed two transition councils. One,
the CMS Transition Team, is composed of CMS staff that represent a cross-section of
CMS staff from all four state public health districts. Accomplishments of this team
include the creation of a Youth Transition Plan used with all clients beginning at age 14.
The Transition Plan is a great tool in promoting discussion of transition issues youth may
encounter, and planning for these changes. The CMS Transition Team also distributes a
quarterly newsletter detailing resources, case studies, and helpful websites geared toward
youth in transition. The other Council, the Healthy Transition New Mexico Coordinating
Council (HTNMCC) is composed of a much broader state-wide membership base that
includes members of the New Mexico Department of Health (DOH), The Department of
Vocational Rehabilitation (DVR), the University of New Mexico, the Center for
Developmental Disabilities (CDD), Special Education teachers from Santa Fe and
Albuquerque, Parents Reaching Out (PRO), Education for Parents of Indian Children
With Special Needs (EPICS), and the Continuum of Care Project. The HTNMCC has
held two Transition Conferences in New Mexico. The first conference was an overview
designed to raise awareness of transition issues, and help participants understand their
roles. The second offered more along the lines of “tools” for working with youth in
transition. Both councils continue to meet monthly in spite of the fact that they have

received no previous funding. Children’s Medical Services, and both of the transition
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councils are now taking the position that transition education and planning need to begin

(much earlier) with CYSHCN youth at age 14.

In 2004, Children’s Medical Services, as the official Title V, MCH Program for the
CYSHCN population in New Mexico, was invited to submit a grant proposal for an
incentive award, through the Maternal & Child Health Bureau (MCH) and administered
by the Champions for Progress Center, Early Intervention Research Institute, at Utah
State University. CMS’s proposal was officially funded in late 2004, and the project
being created through this modest grant will run through early 2006. Through this project
a “train the trainers” type of retreat will be created, a state-of-the-art transition team will
be trained to perform a series of regional transition trainings throughout the state, a
prototype transition mentoring program will be instituted, and efforts to create more of an
interactive, cooperative state-wide transition infrastructure will begin. It is hoped that a
major by-product of this project will be the gathering of more useful transition data that
addresses the number of CYSHCN youth receiving transition education and services,

types of services, and levels of satisfaction.

In New Mexico there are more than 48,000 adolescents statewide who are recorded as
having a chronic medical condition (NM-3CR, 2001). These conditions may vary in
complexity and risk from those that would be considered to be relatively minor, to
conditions that have the potential to be life threatening (i.e. asthma, seizure disorders,
cardiac conditions, various cancers and others). As little as two decades ago, few children
with severe illnesses or disabilities survived to adulthood. Today almost 90% of children
with chronic conditions live to age 21 and beyond. As this group approaches the ages of
18-21 they begin to lose many of the supports that have provided some degree of stability
in their lives and consistency of treatment for their medical conditions. These may
include: dropping from their parents medical insurance, losing Medicaid eligibility, or
other public insurance programs (i.e. Children’s Medical Services), losing the continuity
provided by their childhood pediatricians, and support systems that may have been
provided through their public school systems. In the year 2000, Children’s Medical

Services began a series of focused efforts in the area of the CYSHCN youth in transition
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population that are continuing to evolve (see below). Most currently available data
(CSHCN survey conducted in 2001) showed that in NM, 5.8% of youths with special
health care needs (as reported by their families) receive the services necessary to make
transitions to adult life, including adult health care, work, and independence. However,
the reliability of this measure is unknown, given the small numbers available from the
survey to assess this issue among youths with special health care needs.

New Mexico is largely a frontier state and there are many counties that are lacking health
care professionals of the same racial ethnic background of the target population. Many of
these counties have been designated as Health Professional Shortage Areas. For this
reason, the Public Health Division has emphasized cultural sensitivity. The union
contract now includes a 10 cent per hour additional pay for translation. Emerging issues
are detailed in the Needs Assessment, Part I1.3.b. Please refer to that section for

complete coverage of those issues.

I1.B.4.c Population Based Services
e Pregnant Women, Mothers and Infants

I1.B.4.c Population Based Services

Family planning services are provided in 51 Public Health Offices and 92 Title X contract sites. There is at least one
clinic per county and in larger counties; there are more than 1 LHO to accommodate the target population. The FPP has
6 provider agreements/contracts in District 1 and 5 in District 3, which provide Title X clinical family planning services
in 42 different sites in these Districts. Each of the LHOs has agreed to continue dissemination of information to the
community and particularly to hard-to-reach populations through collaboration with outside agencies. This includes

media, ISD offices, community youth centers, jails, schools, mobile vans and faith communities.

e Children
One of the primary activities used to assess population-based services has been Title V’s
direction of the Early Childhood Comprehensive Systems project. The Early Childhood
Action Network is a group of 65 individuals appointed by the Lieutenant Governor to
assist the New Mexico Children’s Cabinet to develop comprehensive action plans related

to five outcomes:

e All children and youth will be physically and mentally healthy
e All children and youth will be safe and supported in their families and communities

e All children and youth will learn the skills they need to support their individual goals
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All children and youth will be able to transition successfully to meaningful and purposeful employment

All children and youth will be valued contributors and active participants in their communities

The result of the New Mexico Early Childhood Action Agenda process was the

development of:

An early childhood legislative agenda for 2005
A long term comprehensive early childhood strategic plan addressing all of the
Children’s Cabinet outcomes and the 5 components of the MCHB state early

childhood systems development initiative.

A New Mexico Report Card to monitor success in improving outcomes

Early Childhood Action Network Meetings were held and the purpose of these

networking meetings was to:

Assure better communication and collaboration by bringing together

all of the early childhood planning initiatives currently underway to prevent duplicate

of effort.

Utilize the outcomes and indicator statements developed by the

Children’s Cabinet as the starting point utilizing the same planning approach (Results

Based Accountability).

Cultivating and informing non-traditional champions

To deepen the work started by the Children’s Cabinet by utilizing the

same planning process and getting to action

To build momentum and a strong and broad constituency to promote

and achieve a shared legislative and public early childhood agenda.

The following is the role that the large group of the Early Childhood Action Agenda

played:

To provide input and feedback to the Lt. Gov and Children’s Cabinet as the
development of the early childhood agenda is created;

To advise the Lt. Governor and Children’s Cabinet on critical and emerging
issues facing young children and their families;

To partner with the Lt. Governor to promote public awareness of the importance

of early childhood and to assist in building constituencies to promote the 2005
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early childhood legislative agenda as well as the long term strategic early
childhood plan.
e To develop a five-year comprehensive early childhood strategic plan to improve
alignment of strategies, resources and funding within the early childhood system.
The Role of Early Childhood Action Network Steering Committee: A steering
committee was appointed by the Lieutenant Governor to meet on a more frequent basis,
every 3 weeks, to process the work done in the large group and flesh it out in greater
detail. Membership in the steering committee was about 15 people representative of
major early childhood initiatives.
The role of the steering committee was to:
e Develop guiding principles to govern the action planning process
e Prioritize the recommended action agenda items emerging from the large group and
based on guiding principles
e Research in more detail specific action items that will be included in the 2005 early
childhood legislative agenda
e Align on an on-going basis the work of other early childhood initiatives
e Commission ad hoc groups to work on specific outcomes or early childhood
strategies where a pre-existing group does not exist
e Make requests of pre-existing groups to provide more information on specific issues,
strategies, best practices
To recommend strategies for reaching out to local level and to families to gain their input
and participation in this process The New Mexico Early Childhood Systems plan
provides comprehensive strategies for addressing and strengthening the 5 SECCS
components to achieve the New Mexico 5 Children’s Cabinet outcomes. The strategies
contained in the NM SECCS plan are organized into two categories; those that will be the
primary responsibility of the SECCS implementation process and those that SECCS
process will contribute to, but not take the lead in. The four priorities for which the
ECCS process will have the lead over the next three years will be:
1. To improve system of developmental services in New Mexico
2. To implement a streamlined client entry process to measure eligibility for

multiple state programs through New Mexico No Wrong Door Initiative
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3. To develop a Family Alliance that institutionalizes a mechanism for families to
create policy and to have input into policy decisions that affect them

4. To strengthen cross-state agency work at the staff and front line worker level on
comprehensive early childhood systems improvements

The priorities that the SECCS process will contribute to will be:

1. Home Visiting

2. Voluntary Pre-School for Four Year Olds

3. Strengthen health and safety in child care programs

4. Provide scholarships through TEACH to increase the number of degreed early
childhood educators

5. Institutionalizing accountability for improving children well-being through New

Mexico Children’s Cabinet

e To provide input on the public awareness campaign

Planning Framework Method: The State of New Mexico early childhood planning
process, initiated by Lieutenant Governor Diane Denish, made use of the Results Based
Accountability (RBA) framework developed by the Fiscal Policy Institute of Santa Fe.
This framework is fully explained in a planning guide prepared for the Maternal and
Child Health Bureau and distributed to all 50 states.” The full framework is also

supported by the website: www.raguide.org, an implementation guide sponsored by the

Annie E. Casey Foundation and other national and state organizations. The New Mexico
Children’s Cabinet has derived the outcomes and indicators to address the well being of
young children and their families birth to 5 years using this method. By using RBA for
the Early Childhood Action Network action planning process, the two processes were
aligned and informed each other. Public Engagement in the Planning Process: This was
accomplished through use of media, Engagement of Early Childhood Action Network
members in outreach to their own constituency groups and Use of Annual Meetings of

stakeholders.

> “Results Accountability for a State Early Childhood Comprehensive System: A Planning Guide for Improving the
Well-Being of Young Children and Their Families”, Mark Friedman, UCLA National Center for Infant and Early
Childhood Health Policy, January 2004 (www.healthychild.ucla.edu/Publications Click on National Center for Infant and
Early Childhood Health Policy Briefs).
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The Families FIRST case management program works collaboratively with two of the
three Medicaid contracted MCO’s to provide case management to pregnant women and
children ages 0-3 years. These services assist women with the process of obtaining
Medicaid eligibility, obtaining a medical home, decreasing the utilization of Emergency
Room Services which would otherwise be utilized if not medically insured. Assess and
educate mothers about prenatal care, assess for Violence, Alcohol, Substance and
Tobacco (VAST) use and refer to the appropriate resources. Assess both the pregnant
women and children for high-risk service and work collaboratively with the Managed
Care Organizations to follow up with these individuals. Assess newborns and children
for Ages and Stages, referring children for possible Children with Special Health Care
needs. The program has worked with Children Youth and Families Department for early
detection and reporting of possible child abuse, and Home visiting services. They work
closely with the Human Services Department for services, and enrollment as well as with
the Early Periodic Screening Diagnosis and Treatment (EPSDT) program to provide
children with the early prevention services available, such as immunizations, and well

child screens and referrals.

There is a shortage of dental providers in different areas of the state making referrals for
these services more difficult, however the case management assists with obtaining
transportation services to dental providers. Title V is collaborating on a pilot dental
screening and targeted case management program, using CMS social workers to see
persons of all ages in New Mexico and refer them to a source of care. The dental
program case manager coordinated intake, assessment of oral health needs, financial
eligibility determination and referral services to women, children and their families who
were eligible or presumptively eligible for Medicaid or SCHIP or who qualified for oral
health treatment services on a sliding fee scale. The case manager actively participated in

oral health surveillance activities with the project team.

e Children & Youth with Special Health Care Needs (CYSHCN)
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CYSHCN: The Title V CMS CYSHCN program grant for Birth Defects Prevention and
Surveillance System was approved without funding. The state of New Mexico Title V
program is meeting with the Epidemiology Division of DOH to develop a plan to find
coverage to reinstate BDPSS.
The Children’s Chronic Conditions Registry (3CR) was also discontinued due to lack of
funding. This registry is the only registry of children’s chronic conditions.
Newborn genetic and hearing screening follow-up is provided by the newborn genetic
screening nurse and the social workers in the Children’s Medical Services Children and
Youth with Special Health Care Needs Program (CMS CYSHCN). All children in the
state have access to the initial screenings.
I1.B.4.d Infrastructure Building Services

e Pregnant Women, Mothers and Infants
The Teen Pregnancy Prevention Action Group (FPP, Abstinence Education, PRAMS,
Office of School Health and New Mexico Teen Pregnancy Coalition) is working on

projects in Lea County, Rio Arriba County and the South Valley in Albuquerque.

The FPP contracts with seven community based projects to provide evidence based

comprehensive sexuality education programs in eight communities.

The FPP funds educational contracts in each of New Mexico’s four Districts, primarily

for adolescent pregnancy prevention. The educational contracts are:

=  Community Wellness Center (CWC) in Taos presents “Girl Time”, a primary APP
program for 11-14 year-old girls who are not yet sexually active in order to delay the
initiation of sexual activity and prevention of pregnancy. This after-school education
and enrichment program reaches girls who have risk indicators for adolescent
pregnancy.

= La Clinica del Pueblo de Rio Arriba in Tierra Amarilla serves youth at the Chama and
Tierra Amarilla Middle Schools by implementing an APP program for 7™ and 8™
graders using the curriculum Making a Difference! An Abstinence Based Approach to

Prevention of STDs, HIV and Teen Pregnancy.
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Planned Parenthood of New Mexico in Albuquerque implements Get Real Get Smart
Get Loud, the APP Program in Ernie Pyle Middle School and Rio Grande High
School.

21% Century Community Learning Center in Las Vegas implements adolescent
pregnancy programming for West Las Vegas School District middle school students
using service learning - Teen Outreach Prevention (TOP) curriculum.

Service Organization for Youth (SOY) in Raton implements, with the assistance of
the Health Council, a teen pregnancy prevention program Reducing the Risk (RTR) in
the Raton Middle School, grade 8. At Raton High School they implement Safer
Choices programming in the 9™ and 10™ grade class. At Cimarron High School they
implement an after-school service-learning program, Teenage Outreach Program for
grades 9 — 12.

La Clinica de Familia (LCDF) in Las Cruces implements an APP program in Dona
Ana County for Chaparral Middle School, Gadsden Middle School, and Santa Teresa
Middle School using the curriculum Making a Difference! An Abstinence Based
Approach to Prevention of STDs, HIV and Teen Pregnancy.

New Mexico Teen Pregnancy Coalition in Albuquerque provides technical assistance
to the six educational sites. NMTPC has a conference each year to provide updates
on teen pregnancy prevention.

Judith Seltzer, PhD in Santa Fe provides professional evaluation of the six
educational sites assisting with the administering of pre and post-tests to the
educational sites, and provides one workshop to the six contract sites to provide
assistance of evaluation techniques.

UNM M & I in Albuquerque provides family planning education including; STDs,
violence, alcohol, substance abuse, tobacco use, and male involvement education and
services to high—risk populations with limited or no access to School Based Health
Centers (SBHC).

St. Joseph Fertility Care Center in Albuquerque provides health education,
counseling, outreach and provision of the Creighton Model Fertility Care ™ System,

including sexuality, and reproductive physiology, education on HIV infection and
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AIDS. St. Joseph Fertility Care Center also performs ten eight-hour “The Wonder of
Myself” educational classes for a minimum of 20 participants.

= Planned Parenthood of New Mexico provides family planning/reproductive health
education in Dona Ana County utilizing the Youth Empowerment Strategies
Program. Programming is for 5t grade students at Loma Linda Elementary
School, Gadsden Middle School, Gadsden High School and Desert Pride High
School.

* The Community Wellness Center provides family planning education services in
Taos to adolescents, with the assistance of peer educators. CWC presents the “Draw
the Line, Respect the Line” curriculum to a minimum of 250 7" grade school students
at Taos Middle School and trains at least two peer educators in topics addressed by
the curriculum.

= Counseling Associates, Inc. provides family planning/reproductive health education
in Chaves County utilizing “Making a Difference! An Abstinence Based Approach to
Prevent STD’s, HIV and Teen Pregnancy.” Programming is for 6th, 7th and 8th
graders at Hagerman Middle School.

e Children
The Infant Mental Health Collaborative
Committee has met monthly to develop a statewide strategic plan for Infant Mental
Health in New Mexico. The Plan was disseminated widely throughout the state. A
Request for Proposals was initiated by CYFD to begin implementation of the plan. The
collaborative consists of mental health professionals, parents, state agencies, early
intervention providers, Medicaid and Salud MCO’s, and UNM all of who are concerned
and interested in the promotion of Infant Mental Health in NM. Partners are
Communities, Value Options, HSD, CYFD and DOH. The new collaborative, which
resembles and MCO for mental health, may be a good change for urban areas, yet hard to

administer in rural areas.

Early Learning
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The Title V Director has worked with the ECAN network, steering committee, and
Children’s Cabinet Work Group to promote the concept of preschool for 4 year olds as
well as the other early learning objectives developed through this process. The internal
MCH capacity for early learning initiatives is limited. To date, the Title V Child Health
Manager has worked with Healthy Child Care America on their project. The Healthy
Childcare America grant is now terminated. Activities started with HCCANM are being
followed through the Safe Kids Coalition. Partners are the Early Learning Community,
PED, Safe Kids, and CYFD

Title V Medical Support:

The Medical Director, in his role as a Clinical Assistant Professor of Pediatrics,
collaborates with a number of violence prevention related initiatives with UNM Medical
school, and local Medical groups and Societies. These include lectures to medical
students, Physician assistant, nursing and occupational students on issues of violence,
including domestic violence, firearms, and suicide. He is part of a working public health
collaborative with the NM Medical Society, and maintains strong ties with the NM
Pediatric Society, especially around legislative issues. The Title V Medical Director
focuses on issues of family violence. He wrote two books entitled Pathways to Peace and
the 2003 report Let Peace Begin With Us: The Problem Of Violence In New Mexico. The
latter outlines violence statistics by county; includes resources and highlights of programs
that work and continues to be disseminated and used widely throughout the state by both
policy makers and non-profits. The Network Coalition against domestic and sexual
violence continues to expand its influence and function. The award winning video
entitled “Stolen Childhood” has continued to be distributed widely. A legislative

memorial study promises to strengthen laws to address domestic violence.

Family Involvement:

The Early Childhood Comprehensive Systems Grant requires family participation and the
inclusion of family support issues as one component of the five-pronged systems change
grant. One of the overarching objectives of this initiative is policy change through
development of a family support initiative. Title V contracted with Parents Reaching Out

(PRO) to facilitate the process. The mission of PRO is connecting and empowering New
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Mexico families through support, education and information. The intent of the contract is
to create support that enables families to participate equitably with a system and will
include an effort to prepare the professional community for this partnership. PRO’s goals
are to help families: decrease stress and isolation; increase their knowledge and use of
available resources; enhance the education, understanding, and sensitivity of
professionals; and work for positive changes in the systems that affect children.

Although Title V asked PRO to coordinate with Family Support America (FSA) the
HRSA contractor, as a collaborator in the overall Early Childhood Comprehensive
Systems project, the national contract with Family Support America terminated before
they could do so. PRO is to develop a one-day seminar for service programs using
Families as Faculty supporting the needs of families and professionals. They are to work
with Title V and across departments and service programs when possible to identify
families to participate in leadership activities, maintain a toll free number for Family
Support activities as described in the grant application, provide stipends to enable
families to participate in activities, and provide a two-day seminar that enables families to
learn necessary skills to participate equitably with professionals. They will also develop
an evaluation for families that participate in activities such as committees, taskforces,
meetings or other events to evaluate their experience. In collaboration with Varela
Consultants and Title V staff, PRO will plan a Shared Leadership conference that brings
family leaders together with professionals and policy makers to develop a family support
agenda for New Mexico. Seven meetings have been held with members of Parent
Reaching Out and other Family leadership Alliance members to begin the organizing
process for the Shared Leadership Conference as well as shape the formation of this new
family leadership entity. Family Alliance members were active participants in planning
and organizing the Developmental Services Symposium. They kicked off the symposium
with their own stories and how state agencies and private providers could have better
supported them. New Mexico has also an organized group of community coalitions
established under the MCH County Plan Act who have been operating since 1992 to align
services for MCH populations in local counties. Representatives of these councils are
members of ECAN. Title V staff conducted 2 brainstorming sessions through the County

MCH Association to determine their priorities for ECAN work. Their input is included in
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the strategic plan. Currently, ECAN is establishing relationships with some of these local
community groups to establish pilot sites for testing some of the recommendations

emerging from the SECCS planning process.

e Children & Youth with Special Health Care Needs (CYSHCN)
Newborn Genetic and Hearing Screening: Need for improved education, communication
and support with Midwives providing home births. In rare cases, midwives object to the
screening process. The CMS Newborn Genetic Advisory Committee is working
diligently with the State Lab, providers and the CMS CYSHCN Program to provide the
infrastructure for the expanded genetic screening that was required by recent state
legislation. Many of the pediatric sub-specialists are reaching retirement age, are less
willing to travel for provision of community-based services; and physician and other
medical professions recruitment to New Mexico is difficult because of low wages and

rural services.

Undocumented immigrant children are limited in their capacity to travel to needed health
care services due to border patrol restrictions of travel. Many children cannot access
services within their communities because they are ineligible for services such as
vocational rehabilitation, respite care, SSI, SSD. The primary center for rehabilitation
and pediatric orthopedic care, Carrie Tingley Hospital, University of New Mexico will

provide services only to those clients who have the capacity to pay.

Fear within the undocumented immigrant community, coupled with a poor to negative
reception by some agency employees and providers limit access to health care.

Speech therapy, occupational therapy, nutrition services, audiology dental and pediatric
care are available in larger communities, with only limited to no care in rural areas. For
children birth to 3 with or at risk for developmental delay have limited access to services

geographically.
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A pilot program within the CMS CYSHCN Program is providing case management and
referral for dental needs in the Santa Fe area. Efforts are being made to expand this

program to statewide referral.

The CMS CYSHCN Program has begun a pilot program to place uninsured immigrant
and underinsured children and youth with high cost diagnoses on the New Mexico
Medical Insurance Pool high-risk insurance plan. This change increases the capacity of
the CMS CYSHCN Program to provide needed care and to meet rising medical costs.
This also supports the medical infrastructure because for previously the providers
received only up to $15,000 per child/youth per year and absorbed the extensive
unreimbursed costs. With insurance, the coverage is expanded and the reimbursement
considerably increased. The reimbursement enables the providers to continue care in

New Mexico with expanded medical coverage.

Families are at greatest risk for not assessing available services are those lacking
knowledge/education, particularly those with cultural language areas and those in rural
areas isolated geographically.

Re: Adequate private and/or public insurance: Although most families reported having
adequate private and /or public health insurance, over 40% did not. (SLAITS Survey)
Twenty per cent of families did not feel that insurance usually or always meets their
child’s needs, and about 30% did not feel that costs not covered by insurance are

reasonable.

Those most at risk, of course, are those with without insurance, without adequate
insurance, and those lacking financial and other resources, as well as those with

cultural/language barriers.

Healthy Transition New Mexico is coordinated through the Healthy Transition
Coordinating Council and CMS efforts to address medical and psychosocial issues of
adolescent transition. The council consists of representatives from DVR, Medicaid,

Medicaid HMO/Salud! Programs, CMS, UNM Continuum of Care LEND Program,
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UNM Family and Community Partnerships Division of Center for Developmental
Disabilities, Parents Reaching Out, and Statewide Transition Initiative
Efforts/Participants. The CMS transition team has developed a multi-cultural, bi-lingual
transition plan for YSHCN, a model for YSHCN served by other programs.

I1.B.4.d-1 Coordination efforts addressing specific groups

The Title V Director has been involved in the development of the Early Childhood
Action Network from the start of the process. She was instrumental in the decision to
make the Lt. Governor’s Office aware of the ECCS grant and to offer the resources the
grant provides to develop the Children’s Cabinet Early Childhood Agenda. The Title V
Director is an appointed member to the New Mexico Children’s Cabinet. This
relationship has facilitated the collaboration and cooperation of other Departments across
the State. She has also served on the Large ECAN group, the ECAN Steering
Committee, and the Children’s Cabinet Work Group. She has also administered the
contracts for the grant. Title V Contractors have been critical catalysts in
accomplishment of the ECCS goals and objectives this year. The following are the
accomplishments of Title V together with Title V Contractors and the New Mexico
community: Early Childhood Report Card, the Early Childhood State Agency Budget,
the Short Term Policy Agenda for fiscal year 2006; and a Long Range Strategic

Population Level Plan;

The Title V Program under the Department of Health has worked on the Homevisiting
Initiative with the Children Youth and Families Department. The two Departments
propose to create a partnership between CYFD, DOH and Human Services (three
Departments) in implementing both the Newborn Welcome Visit Initiative and follow up
services in two counties. DOH programs, Families FIRST and Healthy Families First,
Primeros Pasos, may provide 3 levels of voluntary services to Medicaid eligible pregnant
and postpartum women through the Newborn Welcome Visit, case management and
intensive home visiting in Santa Fe County. Healthy Families First, Primeros Pasos
merged with the Families FIRST model and provides prenatal and postpartum visits with

varying levels of intensity and need. DOH, Families FIRST will work collaboratively
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established programs in Dona Ana Co. to provide welcome visits and intensive home
visiting with referrals to Families FIRST for case management/care coordination.
Families FIRST case management will assess high risk clients and refer to community
resources and follow up services including home visiting services. Combination of home
visiting and care coordination serves as a best practice model. The Title V Director, the
MCH Epidemiologist, the CMS CSHCN Director, and the FIT Coordinator, as well the
Section Manager for Maternal and

Child Health all attended the Developmental Screening Forum to design the Strategic
Plan for Developmental Screening in New Mexico. In addition, the MCH Epidemiologist
compiled the New Mexico data presented at the conference. The Title V Director was on

the Planning Committee for the Conference.

The Family Planning Program (FPP), HMO SALUD and the OSH have created a
mechanism to bill confidential FP clients through Medicaid. This allows teens to receive
confidential family planning services paid by Medicaid. Family involvement is
encouraged but for those teens that want their services to remain confidential, this allows

access to services without parental notification.

CMS Program: CMS works in close collaboration with all of the state’s Human Services
Agencies. The local CMS staff are housed in Public Health offices and work closely with
public health programs including WIC, immunizations, Family planning, Families First.
The CMS staff assists clients in applying for Medicaid and SCHIP through the Medicaid
On Site Application Assistance (MOSAA) and Presumptive Eligibility applications, and
coordinates with the local Income Support Division (ISD) offices to assure quality client
service. The FIT staff has begun to work closely with Children Youth and Families
(CYFD) to implement the requirements of the federal Child Abuse Prevention and
Treatment Act (CAPTA) legislation where children birth to three years of age with a
substantiated case of abuse and neglect must be referred to early intervention. The
Healthy Transition New Mexico Coordinating Council is an interagency group including
the Division of Vocational Rehab (DVR), Medicaid, and Medicaid HMO/Salud!
Programs, CMS, UNM Continuum of Care, the LEND Program, UNM Family and
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Community Partnerships Division of Center for Developmental Disabilities, Parents
Reaching Out, EPICS, and Family Voices. The CMS Title V CYSHCN statewide
program manager is Governor appointed to the Interagency Coordinating Council (ICC),
which is the advisory body to the Family Infant Toddler (FIT) program, which is the state
Part C program under IDEA. The Council is made up of representatives from Medicaid,
CYFD, the Public Education Department, the Public Insurance Commission, the medical
society, local early intervention providers, UNM and families. The MCH Collaborative
and the Enchanted Rainbow both of which CMS is a member of meet quarterly to address
statewide issues related to CYSHCN in collaboration with Medicaid and the Medicaid
HMO/Salud! programs and other partners. The Title V CYSHCN Director is member of
the Early Childhood Comprehensive Services Advisory Board. The HSD Alphabet Soup
group consists of leadership of Medicaid, Medicaid Salud! Programs, HMO’s, DOH, and
CYFD and meets regularly to discuss child health policy issues. Providing services and
multidisciplinary clinics statewide, the Title V program connects with over 900 medical
providers and all community social service agencies and state agencies. The CMS FIT
program receives funding from the Long Term Services Division of DOH who
administers the Part C program. This funding supports 12 social workers, a Coordinator
and 6 clerical positions to ensure access to early intervention services and service
coordination. The Coordinator provides training for FIT staff and early intervention
programs regarding provision of service coordination and federal statute compliance.
The Title V Director meets weekly in Leadership Team meetings with the WIC Director,
the Office of School Health, the Behavioral Health Coordinator and the Infectious
Disease Bureau Chief (AIDs Program Direction). Weekly progress on the Departmental
priorities of Teen Pregnancy, Behavioral Health and Obesity are standing agenda items.
Much progress has been made with these collaborative meetings. The Title V Director is

the supervisor for the SSDI administrator.

11.B.4.d-2 Other groups of major providers for the MCH population

CMS: The two Tertiary Care Medical facilities in the state, the U. of New Mexico

Health Sciences Center and Presbyterian Hospital in Albuquerque, provide specialty and
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subspecialty care and each has Level III perinatal facilities. The Department of Health
assists in training of U.of NM School of Medicine students and residents in their rotations
through select health department clinics. Both hospitals provide specialists and sub
specialists providers for the DOH Title V. CYSHCN Children’s Medical Services (CMS)
cleft palate outreach clinics throughout the state. UNMH provides pediatric specialist
providers in collaboration with CMS to provide 128 pediatric specialty outreach clinics a
year around the state. Clinics provided include asthma, cleft palate, neurology,
metabolic, endocrine, genetics, nephrology UNMH pediatric sub specialists in
metabolism and genetics are contracted to consult with the State Laboratory and CMS on
CMS’s Newborn Genetic Screening Follow-up Program. UNMH provides the PALS
physician hotline, which provides immediate specialty consultation to physicians in the
DOH and other state agencies. Specialty Departments at UNMH and other UNMH
facilities provide information, consultation and collaboration on various DOH and other
state projects. CMS Children and Youth with Special Health Care Needs (CYSHCN)
program cares for children with complex medical problems and these children often
require care at a tertiary care center or by tertiary care specialty clinics

The SECCS grant has improved the connections with Parents Reaching Out and NM
Family Voices.

I1.B.4.d-3 State discussion of CYSHCN Constructs of Service System

The New Mexico Title V CYSHCN program, Children’s Medical Services (CMS)
collaborates with partners statewide. With limited resources, CMS has maximized its
capacity to ensure an effective system of statewide services to CYSHCN.

State Program Collaboration: This program collaborates with and receives funding from
the State Laboratory Division in the provision of Newborn Genetic Screening; works
with the School for the Deaf, Step Hi Program to ensure newborn hearing screening and
follow-up; UNM Metabolic Consultants for genetic follow-up; CASA, TUPAC, WIC,
the ARC and UNM Hospital OB GYN Department for the Birth Defects Registry and
Neural Tube Defect surveillance and prevention; and the Health Systems Bureau for
networking with the RPHCA funded centers. The New Mexico Sickle Cell Council
provides counseling, screening and follow-up for sickle cell and other

hemoglobanopathies; and educational outreach to clients and providers. This program
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partners with the Navajo Nation in education regarding use of folic acid to prevent birth
defects.
State Program Support for Communities: CMS provides medical coverage and
care coordination for CYSHCN meeting the program’s medical and fiscal
eligibility guidelines. In addition, CYSHCN with medical diagnoses who are
covered by Medicaid/SCHIP and other insurance receive clinic services in
multidisciplinary pediatric specialty outreach clinics, and care coordination by
CMS social workers. The clinics are staffed with local providers along with
specialists from the University of New Mexico.
Children birth to 3 with complex medical diagnoses who enter though the CMS Family,
Infant Toddler Program are transitioned to CMS CYSHCN social workers when they
reach the age of 3. This assures ongoing medical management support and coordination
of care.
Coordination with Health Components of Community Based Systems: With a CMS
network of 60 social workers located and co-located with other health services in New
Mexico, coordinating health care for CMS CYSHCN statewide. In this capacity,
together with community councils and services, CMS works with the Title XVIII
Medicaid and Title XXI SCHIP program - largest providers of medical care - in effort to
provide and model family centered, community based, culturally competent coordinated
care. The efforts of the Title V CYSHCN Program resulted in the integration of
purchasing specifications for CYSHCN in the Medicaid/SCHIP RFP and subsequent
contracts (FY ’01). These specifications assured a MCH definition and identification of
CYSHCN; a requirement to provide care coordination (MCH definition) services and
recommendation the MCQO’s allows specialty providers to be the primary care physician
per family request. Care coordination includes cultural competence and family
partnership in decision-making. The new RFP is being written and this Title V program
has been assured that this special needs purchasing specification section has not only
been continued, but will now include adults with special health care needs. The new
language in the RFP is ‘individuals with special health care needs.” The social workers
statewide provide oversight and care coordination for infants identified through the

Newborn Genetic Screening and Newborn Hearing Screening programs. These programs
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are mandated under state statute. These programs provide a statewide system of
screening, prevention and identification of infants with genetic and metabolic disorders
and hearing loss. The care coordination provided by CMS social workers ensures that
infants identified with a disorder are receiving a continuum of care. HB 479 was passed
in the 2005 legislation that will require expanded screening for all newborns born in the
state of New Mexico, expanded screening from a current 6 to 27. CMS will be working
with the State Lab, genetic advisory committee Pediatric advisory board in strengthening
the follow-up. After initial care for the first 3 years under the Family Infant Toddler
Program, children are transferred to CYSHCN social workers to continue care
coordination so long as it is needed.

Coordination of Health Services with Other Services at Community Level:
Healthy Transition New Mexico is coordinated through the Healthy Transition
Coordinating Council and CMS efforts to address medical and psychosocial issues of
adolescent transition. The council consists of representatives from DVR, Medicaid, and
Medicaid HMO/Salud! Programs, CMS, UNM Continuum of Care LEND Program,
UNM Family and Community Partnerships Division of Center for Developmental
Disabilities, Parents Reaching Out, and Statewide Transition Initiative
Efforts/Participants. The CMS transition team has developed a multi-cultural, bi-lingual
transition plan for YSHCN, a model for YSHCN served by other programs.

With a CMS network of 60 social workers located and co-located with other health
services in New Mexico, social worker coordinate health care for CYSHCN working
with all community services impacting CYSHCN. Social workers have a first hand
working knowledge of CYFD — protective services, Food Stamps, ISD, community
organizations providing services to multicultural populations, i.e. Somos Un Pueblos
Unidos, local and statewide family organizations, school systems, some faith based
service organizations such as Catholic Charities, Lutheran Social Services, and
community domestic violence and substance abuse coalitions.

Agencies and programs receiving Title V Maternal and Child Health Funding participate
in a MCH Collaborative addressing transition, medical home and other MCH initiatives.
Enchanted Rainbow continues the work of Double Rainbow with statewide

representation — with a focus on children birth to 5, autism, immigrant health, and infant
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mental health. A newly established Behavioral Services Collaboration began with a
focus on mental health and may extend to other health and community services in terms

of regionalizing resources and services in New Mexico.

The Title V Program works with Parents Reaching Out, EPICS and Family Voices to
assure critical family involvement in decision making and training of providers and
families, collaboration regarding transition of CYSHCN, cultural competence issues and
ongoing efforts in the state to create a medical home climate. Work continues with these
partners on the Family Infant Toddler Interagency Coordinating Council, the MCH
Collaborative and the Healthy Transition New Mexico Coordinating Council. This
coordinated effort increases the capacity of the Title V CYSHCN program to meet the
MCH model and to increase the participation of key players in addressing MCH

Initiatives.

I1.B.4.d-4 Standards, Guidelines, Program Monitoring, Evaluation

The CMS CYSHCN management team participates in the planning and evaluation of the
delivery of services to CYSHCN. With a Statewide Program Manager who is a social
worker and 4 District Program Managers who are social workers, as well as 12 Social
Work Supervisors, the 52 social workers in the CYSHCN program receive ongoing
supervision and evaluation of their job performance. A FIT Coordinator is a statewide
consultant/supervisor assisting district supervisors in assuring federal statute compliance

and job performance evaluation.

The CMS program has begun to work in collaboration with the Family Health Bureau
MCH Epidemiology program to improve it data analysis of the newborn hearing
screening program and other health indicators especially as reported in the SLAITS
survey. Supervisors evaluate their services in an ongoing fashion, with a computer
program that assists them in monitoring caseload size.

The Maternal Health Program Manager licenses all nurse midwives in the State. Almost

one FTE is devoted to this effort to assure quality of those services. The Family Planning
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and CYSCHN Program Managers are members of the Council on Performance
Excellence, a continuous quality improvement initiative within the Department. Recent
improvements have been the DOH intranet service.

Please refer to the Pyramid of State Examples in the Appendices.

I1.B.5 Selection of State Priority Needs

II.C Needs Assessment Summary

The Title V Program uses a system approach that begins with a needs assessment and
identification of priorities. It is expected the process will culminate in improved health
outcomes for the target population. In 2005, the State agency conducted a
comprehensive needs assessment to identify state MCH priorities. The State then
developed state performance measures to monitor the success of their efforts to arrange
programmatic and policy activity around these priorities. The needs assessment was
population-based and community-focused. The assessment issues were organized into
three categories: 1) A review of selected Title V MCH specific performance measures
and health indicators by population group, seeking input on what factors needed to be
addressed to improve overall performance on the indicators and to address known gaps,
disparities or barriers or build on strengths, 2) A review of access to and use of
recommended primary, preventive and specialty care. Children with special health care
needs were one focus of access to specialty care. The assessment was organized around 3
MCH populations: maternal and infant health in terms of women’s health in pre-
conceptional, prenatal and post-partum periods AND infant health; child health ages 0-
14, and youth health ages 15-21. This section of the assessment included the dimensions
of community-based systems and the network of partnerships. In addition there were 2
topics representing cross cutting concerns: fathers and families; and MCH issues
regarding immigrants. The assessment was data-driven. The MCH Epidemiologist,
Susan Nalder, compiled a data book using many various sources of population based
data, program and selected studies or review of literature. This extensive data collection
effort, resulted in the provisional NM MCH Data Book. The State reviewed the data at

the State Agency level. Instead of assessing all of MCH, the State chose to assess certain
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aspects of MCH that were particularly troublesome for New Mexico. Using the pyramid
process of prioritization and a review of the State’s performance during the last 5 years, a
group of State-level Program Managers and the Medical Director chose a list of 10
priorities as a framework of the assessment. To include the community and other
stakeholders in the process of the development of state performance measures, the State
MCH Program Managers then organized a series of town meetings in the four quadrants
of the state. The assessment took place in four public health district sites in March 2005:
Santa Fe, Albuquerque, Roswell and Las Cruces. Stakeholders invited included other
state agencies, sister programs within the MCH state agency, county health offices,
providers and facilities serving MCH populations, professional organizations,
community-based and advocacy organizations, and the public.

Each facilitated assessment exercise lasted 7 hours with 2 hours for formal presentations
by FHB staff and 5 hours for soliciting input. The assessment focused on ten health
topics. Each topic could become a state performance measure if the assessment indicated
the need. Conclusions of the assessment were used to finalize the priority needs. While
several of the State performance measures were maintained, some were traded for new
measures focusing on identified needs. . Conclusions of the assessment were used to
finalize the priority needs. While several of the State performance measures were
maintained, some were traded for new measures focusing on identified needs. The
priority health status problems of the MCH and CYSHCN populations are attributed
largely to problems associated with poverty, working families with too few resources, no
universal health coverage and its related issues of access to/use of primary care, health
risk behaviors associated with stresses of poverty, and a high proportion of the state’s
counties not having health counseling for those who have problems with substance abuse.
The assessment concluded that unemployment increased and the overall poverty
performance did not improve. The assessment indicated that health gaps and disparities
are seen consistently among teens, parents with only a high school education or less, and
single parents. These characteristics translate into greater proportions of health risk
behaviors, and lower access to and use of primary preventive care or specialty care.
Although the state made progress in reducing the proportion of the population that has no

health insurance, critical gaps persist. There is a significant challenge in assuring access
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to care for the working poor and immigrant families. Male involvement was recognized
as a critical factor in the health of children. While the infant mortality rate, the neonatal
and post neonatal mortality rate remained lower than the national rate, disparities were
also still observed. An estimated 30% of new mothers had positive behaviors with
respect to the factors in the Healthy Birth Index, which indicated the need to raise
prenatal health to a state priority. Home visiting and preconception health education
were suggested as evidence based strategies. Some strengths identified were that more
children received Medicaid services although, the risk of gaps in coverage may have
increased. Medicaid has made significant progress, increasing the number of children
served by increasing the reimbursement schedule and recruiting additional dentists who
would accept Medicaid. The number of women receiving dental services during
pregnancy was maintained in 2004. Challenges remain first trimester prenatal care as
New Mexico, lagging behind the U.S. at twice the percent for beginning, inadequate use,
childhood overweight, and hunger. Twelve percent of parents surveyed indicated their
children were not always safe at home and fifty percent weren’t safe in their
neighborhood. The number of reported domestic violence cases and the number reported
with children at the scene increased from 1999-2003. Unintentional injury caused almost

half the deaths in children and youth 1-24 yrs.

II.C.1 List State Priority Needs
The following state performance measures were carried over from the previous years or
added on for this year:

1. The number of 33 counties adopting 6 criteria of the conceptual framework of
Healthy Youth-Healthy Communities through an Assets-Resiliency model
approach when working with youth. Revised measure with 6 criteria for
monitoring and reporting progress,

2. Percent of first newborns and mothers receiving community home visiting
services. Revised measure; previous measure was general and attempted to
capture more information than could be reported. Revised measure will use

PRAMS to monitor.
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3. Reduce unintended pregnancy to less than 30% in mothers who have a live birth.
Previous measure; continues for period through 2009.

4. The percent of mothers who achieve all criteria of the Healthy Birth Index: new
measure, data will come from PRAMS

5. Male involvement

6. Reduce oversight and obesity in high school youth, from NM YRRS. Revised
previous measure that reported on children 0-5 years from NM WIC program.

7. Reduce the number of children witnessing violence (exposed to domestic or
sexual violence) as expressed by the percent of children present at a domestic
violence scene.

8. Reduce the proportion of new mothers who report being physically abused during
pregnancy.

II.C.2 Summary of Process Used/New Processes Used

The Title V Programs studied the data from the Title V Performance Measures, the DOH
Strategic Plan, and the new NM MCH Data Book and as well as the information obtained
in the needs assessment to develop the priorities of the State for the next 5 years. The
Title V staff also analyzed the capacity and resource capability of the Title V Program.
Program expenditures for over the last 8 years were analyzed to note funding trends, how
funds were spent within the framework of the MCH Pyramid and whether the funding
was appropriately distributed to meet the needs identified in the assessment. The MCH
management team brainstormed about the solutions to be implemented where possible,
given current funding realities. Funding for the program had not been increased
significantly for 8 years. Resources were scarce and reallocation of resources was
difficult at this time, however, a map for action was determined for future funding
opportunities and grants. The three priority areas that the Family Health Bureau is
focusing on are: Promoting healthy families, 2) Promoting births to healthy families and
3) working to affect a reduction of violence in families.

In promoting healthy families :

1. Increasing the access to and use of health care:

Reduce barriers and disparities to accessing community-based health and

health related services for women, children and youth. E/I
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Reduce medical services funding gaps for children in NM, i.e. children who
are non-Medicaid eligible, children with orthopedic/rehabilitative needs, and
children in need of catastrophic medical funding such as organ transplants. I/E
2. Promote youth development strategies to reduce the incidence of substance abuse
and mental health disorders and other high-risk behaviors in youth under age 21
EI
3. Increasing male involvement in the family and increasing the quality of
Fatherhood;
Expand male involvement programs in state I/E
Expand primary prevention home visiting services to teen parents and first-
time parents statewide. E
4. Decreasing the teen chlamydia rate
Expand funding for chamydia treatment D
5. Promoting healthy weight among parents and their children.
Expand parent education of healthy feeding relationships D
Change school nutrition environment, i.e. competitive foodsl
Expand nutrition intervention for overweight and obese children D
6. Establish an infrastructure to support and monitor transition services for
adolescents with special health care needs. I
To increase births to healthy families:
7. Working with women on preconceptional health issues such as increasing folic
acid supplementation, while reducing smoking and drinking:/E/I/D
8. Increase the proportion of women receiving adequate prenatal care. E/I/PB/D
9. Decreasing the number of women abused in pregnancy
Monitor confirmed cases of abuse of pregnant women PB
To affect a reduction of violence in families:
10. Monitor confirmed cases of child abuse/neglect; confirmed cases of abuse,
neglect and exploitation among adults; domestic violence:

11. Reduce fatal and non-fatal family violence. PB
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12.Measuring of substance abuse in families with children.

13.Promote child safety by focusing on reduction of unintentional injury.

All of these priorities are in sync with the Department’s priorities of reducing teen
pregnancy, improving the weight of adults and children, improving access to medical and
dental health services in agency-funded primary care centers, improving access to WIC,
Family Planning, Families FIRST, and Children’s Medical Services, increasing the
number of primary health care and emergency medical professionals supported or
obligated per year and working in underserved areas, reducing the percentage of Medical
and Dental provider positions vacant over 6 months in community-based health centers,
increasing the number of children screened for sealants by the DOH sealant program, and
improving access for school age children by implementation of 34 new school based

health centers .

Priorities List vs. Title V Capacity and Resource Allocation

Increasing the access to and use of health care:

Access to health care involves Title V serving on the EPSDT Steering Committee;
working to improve developmental screening of children; promoting immunizations, and
case management to use scarce resources well. Data indicates that as children grow
older, their well child visits decline and physicians do not do developmental screening as
they should. Lack of funding does not mean that Title V cannot work to affect change.
Direct Services that need expansion are chlamydia treatment, prenatal care, nutrition
interventions around obesity such as counseling for children at risk of overweight or
obesity. Enabling services needing focus include: access to community-based health and
health related services for women, children and youth; reduction of medical services
funding gaps for children in NM, Youth development, male involvement, prenatal care
and parent education. Infrastructure services should focus on community based services
development for populations that experience health disparities, including male
involvement, and mental health. Population based services should focus on: a method to
monitor and track confirmed cases of abuse of pregnant women as well as methods to

reduce family violence. The annual budget is increasingly spent on provision of direct

20utlineMasterNeedAssmt 9/16/2005 4:19 PM 246



services to the MCH population. The list of priorities, while it is imperative that we
provide new services such as these, the MCH budget has not increased significantly since
1997. An effort will be made to restructure the MCAF Section to focus on the priorities
above for expansion of home visiting, male involvement through Family Planning, and
Youth development strategies. As a new Medical Director will be hired this year, the
emphasis on violence reduction will be a primary emphasis for that position. Resources
for prenatal care, coordination with the WIC Program can change resources to focus on
the folic acid component of prenatal care and an emphasis on reduction of smoking and
drinking among women of childbearing age. Each of the priorities above ties to a State

Performance Measure for New Mexico.

New State Performance Measures will be monitored closely to see if they indicate any
changes in the prevalence of these issues. If these steps are taken, the hope will be that
the level of low birth weight in the State will be reduced as will perinatal, infant,
neonatal, post neonatal, and child morbidity and mortality.

I1.C.3 Summary Needs Assessment Partnerships & Selection of Priorities

The partnerships developed during the past year, while the assessment has taken place,
will be invaluable for future collaborations. They contributed to the selection of
Priorities as all participants of the local workshops were asked if any other priorities
existed for them. The chosen state performance measures had the support of all four
districts and local partners.

II.C.4 Brief Justification of Data-Driven Prioritization Process

The process was most certainly data driven as the MCH Epidemiologist’s production of
the new “New Mexico Maternal Child Health Data Book™ helped to drive the process by
exposing all participants to the critical data for MCH. Data was researched and graphs
prepared; a literature review conducted for new topics (Immigrants and MCH, Male
Involvement and Fatherhood). Program managers, epidemiologists and other staff
contributed material, including material taken from the performance measure reviews
described above. These welcome books with errata sheets were given to all participants
in the district MCH Needs Assessment workshops as a reference and base for discussion

around the priority topics/indicators. The data did not intimidate or discourage
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participants in the statewide assessment exercise, largely because the items in the data
book constitute a shared agenda throughout the state.

I.LD Health Status Indicators

Each of these indicators was examined in detail and is found in the assessment of the
population, Part II, B.# of this assessment. The Title V MCH program recognizes it
needs to address many factors that are associated with poor infant outcomes; the state
measures on healthy birth index and intention of pregnancy will focus attention on birth
weight issues as well as infant mortality; as cited in the needs assessment, development
of home visiting programs could be highly instrumental in reducing fatal and on-fatal
injuries in children. Title V MCH sponsors a position for childhood injury prevention in
the Injury Prevention Unit; and the program works closely with the initiatives of the
Injury Prevention group where resources are centered to address the fatal and non-fatal
injury measures. The FHB (with leadership from Victor La Cerva, the Title V MCH
Medical Director) continues to distribute two of its award winning videos, Man to Man
(for use in any context of working with young men) and Stolen Childhood (which
educates about the adverse impact on children of exposure to domestic violence). Both
are now being replicated in DVD format, along with their study guides. The Network
Coalition is a collaborative effort with IPEMS, and a CDC funded grant to address both
sexual and domestic violence, that continues to offer informational cross training
sessions, legislative advocacy and the development of position papers with
recommendations for action. In addition, there is a newly formed work group to address
the issues of boys in the Santa Fe area, with statewide implications. The FHB program
took an active role this last legislative session, analyzing many violence related bills, and
the Medical Director, at the request of a Senator, wrote and got passed a memorial to
assess the issue of children and domestic violence.

The Title V Administrator works at the leadership level to promote this work as well.

IILE Outcome Measures — Federal and State

Each of these indicators was examined in some detail and is found in the assessment of

the MCH population. As with the health status indicators, the new state measures on
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Healthy Birth Index, intention of pregnancy, and abuse during pregnancy will help to
focus state efforts that can impact infant mortality. The majority of infant deaths are due
to short gestation and birth defects. It will be critical for NM to strengthen state
performance on prenatal care, maternal smoking and drinking, use of folic acid, and to

continue its work on birth defects prevention — beginning in the pre-conceptional period.

01 Infant mortality rate per 1,000 live births

02 Ratio of black infant mortality rate to white infant mortality rate
03 Neonatal mortality rate per 1,000 live births

04 Post Neonatal mortality rate per 1,000 live births

05 Perinatal mortality rate per 1,000 live births plus fetal deaths

06 Child death rate per 100,000 children age 1-14

State Outcome measures = none at this time
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1. Title V MCH Block Grant, Comprehensive Assessment, Working Groups

Preconceptional Health, Family Planning, Maternal & Infant Health
Roberta Moore: Maternal Health Program Manager, 476-8908

Lynn Mundt, Family Planning Program Manager, 476-8876

Sharon Giles Pullen, WIC-Breastfeeding, 476-8812

Eirian Coronado, PRAMS Epi-Coordinator, MCH Epi Program 476-8895
Susan Morgan, Family Planning Nurse, 476-8972

*Emelda Martinez: Families FIRST Program Manager, 476-8938

Children age 1-12 Years

Emelda Martinez,: Families FIRST Program Manager, 476-8938
Rick Vigil, MCAF-Youth Development, 476-8962

Victor LaCerva, FHB Medical Director, 476-8904

Jane Peacock, FHB Chief, 476-8901

Youth Age 13-19 (some to age 24)

Gloria Bonner, Abstinence Program, 476-8998

Wanicha Coggins, Family Planning Medical Director, 476-8870

Karen White, Youth Development, 476-8906

Lynn Christiansen, CMS Program Manager, 476-8851

Ann Do, CDC-PMR MCH Epidemiology Resident, MCH Epi Program, 476-8894

Children & Youth with Special Health Care Needs

Lynn Christiansen, CMS Program Manager, 476-8851

Mopsy Matthews, CMS Medical Director, 476-8854

Ann Do, CDC-PMR MCH Epidemiology Resident, MCH Epi Program, 476-8894

Immigrants
Jane Peacock, FHB Chief, 476-8901
Roberta Moore: Maternal Health Program Manager, 476-8908
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Eirian Coronado, PRAMS Epi-Coordinator, MCH Epi Program 476-8895
Lynn Christiansen, CMS Program Manager, 476-8851
Mopsy Matthews, CMS Medical Director, 476-8854

Fathers

Susan Lovett, Family Planning Program,

Victor LaCerva, FHB Medical Director, 476-8904
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I.B.4 Examination of the MCH Program Capacity by Pyramid Levels
Summary of MCH Needs Assessment

New Mexico is large geographically and diverse culturally and economically. The issues and needs of the state’s MCH
health program are similarly diverse based on the MCH District Needs Assessment workshops held in each of the four
health districts early 2005. There were also many commonalities that emerged during the Needs Assessment process. A
common theme in the districts was need for greater emphasis on prevention and education for families, teens, and current
and potential mothers and fathers.

Health professionals and advocates from the NM public health service and partner agencies see access to health care
(both primary and specialized) for low-income, immigrant, and teen populations as significant issues. They expressed the
need for system-wide solutions. Obstacles and barriers that limit the effectiveness and efficiency of service delivery are
similar across the four health districts. They include a lack of indigent funds, inconsistent eligibility requirements for
indigent funds, and insufficient funds for the statewide Healthy Kids program. Other barriers are Medicaid requirements
(e.g. the six month re-certification and eligibility and service limitations); variations in co-pays at primary care centers; and
cultural, language and transportation issues.

The state’s public health system of the Public Health Division and its community outreach is a great strength of service
provision for the MCH population. Public health staff and many MCH community partners actively participate in assessing
needs, community planning, and action through community/county health councils (and MCH Councils) and nhumerous
state and local coalitions that address MCH-related health issues. Many state and local policies have been implemented
that benefit the MCH population. The 2005 session of the NM State legislature approved the establishment of additional
school-based health centers, adopted regulations on competitive foods in schools, and revised a state law that requires
now children up to age seven to wear seat belts.

Substance abuse and violence are pervasive and affect all population groups. Substance abuse is an underlying cause of
many health, social, and economic problems that especially impact the MCH population.

The needs of the teen population were another common theme. All districts noted growing number of exciting, creative
programs and services for youth. In addition, the needs of the teen population are many and include: more support for
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comprehensive sexuality education; better access to services; greater availability of appropriate education and activities to
build youth self-esteem and skills; more active involvement of males and father in education and prevention programs,
and greater Involvement of youth with special health care needs in planning for their transition to adulthood.

Overall a picture of a vital system of statewide and community services and programs emerged with greater focus on
prevention and collaboration. Many needs exist but the will and ability to address these issues are clearly present.
Introduction

This section of the Needs Assessment examines MCH program capacity and related recommendations for service
improvement by the Title V pyramid levels, shown in the figure below.

MCH Title V Pyramid Levels

Direct Services

Enabling

Population-Based

Infrastructure Building

The sources of data for this section are the Needs Assessment workshops held in each of the four NM health districts in
March and April 2005. (See also Section 11.B.1.4 for a detailed discussion of the needs assessment methodology.) The
four health districts and their counties referred to in this section are:

1. District | — eight counties of the central and northwest regions: Bernalillo, Cibola, Los Alamos, McKinley, Sandoval,
San Juan, Torrance, and Valencia.
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. District Il - eight counties of the northeast region: Colfax, Harding, Mora, Rio Arriba, San Miguel, Santa Fe, and
Union.

. District lll - eight counties of the southwest region: Catron, Dona Ana, Grant, Hidalgo, Luna, Otero, and Socorro.

. District IV — nine counties of the southeast region: Chaves, Curry, De Baca, Eddy, Guadalupe, Lea, Lincoln, Quay,
and Roosevelt.
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Each of the four district workshops included breakout sessions on 10 priority topics that had been identified for the MCH
Needs Assessment.

Topic No. | Priority Topic for MCH Needs Assessment, 2005
Immigrants and Maternal Child Health (MCH)
Access to and Use of Health care, Health Insurance and Coverage
Transition for Youth with Special Health Care Needs
Preconception and Prenatal

Male Involvement and Fatherhood

Obesity

Teen Births (ages 15-17) and Chlamydia

Violence

Injury Prevention

0 Positive Youth Development

2O NO|O|BRWIN—~

The Needs Assessment report has 10 sections (11.B.4.1 to 11.B.4.10) that present for each priority topic the following:

Synthesis of MCH program capacity by pyramid level, NM health district, and population group

Synthesis of recommendations on needed policies, programs and services by pyramid level, health district, and
population group

Constraints and barriers

Community Strengths and Resources

The numbering for the subsections (a-d) indicates that all pyramid levels of service are presented together on each priority

topic.

Seven categories of population groups are used in the Needs Assessment and include the standard three of MCH
programs. The additional categories were defined by DOH/FHB staff given the broad reach of many health services. The
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categories are: 1) pregnant women and mothers, 2) infants, 3) children, 4) CYSHCN, 4) teens (including female and male
teens), and 6) males. The seventh category, “all”, includes all six population groups.

Time constraints during the breakout sessions on the 10 priority topics (five topics were considered simultaneously)
prevented consideration of community strengths and resources for all topics during the district workshops. A heading and
discussion of community strengths and resources is included in the Needs Assessment report only if there were citations.

The discussion of program capacity and recommendations for each priority topic is followed directly by Excel tables A, B,
C,and D.

e Table A displays program capacity as identified at the districts’ Needs Assessment workshops.

e Table B uses a different pattern for each population group; it also gives a count of citations for program capacity for
each priority topic by population group, pyramid level, and health district.

e Table C (the same approach as Table A) displays recommendations for each priority topic that were cited at the
four district workshops.

e Table D (the same approach as Table C) uses a different pattern for each population group; it also gives a count of
citations for recommendations for each priority topic by population group, pyramid level, and health district.

At the Needs Assessment workshops, staff from each district cited its “most important” recommendations and other
recommendations, some of which were described as “no cost/low cost.” Tables B and D include asterisks for each “most
important” recommendation and parenthetical notes for each “no cost/low cost” recommendation.

Services and recommendations for children and youth with special health care needs are only identified when they pertain
specifically to that population. Otherwise, this population group is encompassed in services and recommendations for
infants, children and teens.

Section 11.B.4.11 presents other issues by health district that identified by participants in the four Needs Assessment
workshops.
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Section 11.B.4.12 presents the strengths and weaknesses of needs assessment methods and procedures.
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l.LB.4.1a-d Immigrants and Maternal Child Health (MCH)

MCH Program Capacity and Related Recommendations

During the Needs Assessment workshops, 47 services were cited that provide a snapshot of MCH program capacity for
immigrants in New Mexico. About half (24 citations) of these are for enabling services, another 15 are infrastructure
building services, eight are direct services, and only one is a population based service. Most services cited benefit not
only the MCH population but also other groups. Services for pregnant women and mothers were cited eight times, those
for children and teens were cited five times each, those for infants were cited 4 times, only one service was given for
CYSHCN, and none was given for males. (See Table A, Sheet C1 for a detailed description of program capacity; Table B,
Sheet CC1 for a count of program capacity citations; Table C, Sheet R1 for a detailed description of recommendations;
and Table D, Sheet RC1 for a count of recommendations.)

Direct Health Care Services

Program capacity was cited in Districts Il and IV including family reliance on county indigent funds, dental and vision
services (for children) and primary care, prenatal care, and medications at low-cost for all population groups. Service
providers cited at the workshops include local health offices, school-based health centers, non-profit groups, and
federally-qualified health centers. Some county indigent funds support preventive services, such as health education.

Recommendations were cited in all four districts. The seven recommendations impact all population groups and

concern funding for immigrants’ health care. Two recommendations are: assure that county MCH grants include funding

for direct services, and provide high-risk care for undocumented individuals. The others are about county indigent funds

(CIF):

e Redesign CIF to be prevention oriented

e Prioritize needs for CIF and use them effectively

e Work to increase consistency in CIF policies and procedures across counties (e.g. some cover immigrant health care
costs; some do not)

Enabling Services

Program capacity was cited in all four districts. Across all districts, the Healthier Kids Fund (statewide program) provides
coverage for primary care for children who have no other source of payment. Public health staff and County MCH
Councils’ staff (now part of the larger County Health Coalitions) cited many forms of advocacy, assistance with eligibility,
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and transportation that also benefit all population groups. District | cited hiring bilingual staff (both English/Spanish and
English/Vietnamese) and has Spanish material on access to services. District [V County MCH specifically cited Medicaid
Category 85, emergency medical care for aliens, which benefits all population groups.

Recommendations were cited in all four districts. The 11 recommendations, most of which would benefit all population
groups, cover funding needs for care coordination and transportation; greater attention to cultural competency and
sensitivity, e.g. ensuring adequate language skills and translation; and more flexibility of services, e.g. accepting walk-in
clients, and evening clinic hours. One recommendation to conduct more group education clinics would impact specific
population groups, e.g., prenatal clinics (pregnant women and teens); well-child clinics (children), and chronic disease
clinics (women, CYSHCN, and men).

Population Based Services
Program capacity was cited only by District IV staff. Mammograms are available, regardless of citizenship status,
through the Breast and Cervical Cancer Grant.

Recommendations were cited in Districts Il and IV. Four of the five recommendations would impact all population
groups; these concern various media strategies (such as a public health TV show like ER and Public Services
announcements in English and Spanish) to increase public awareness of the health needs of immigrants in New Mexico
and to increase immigrants’ awareness of health care services. A recommendation to get local celebrities to speak on
radio shows to promote such healthy behavior and practices as taking folic acid and breastfeeding would benefit pregnant
women and teens, and infants.

Infrastructure Building Services

Program capacity was cited in all four districts. Many of these services benefit all population groups, e.g., community
groups in all districts are working to improve immigrants’ access to services. In addition, the City of Santa Fe in District Il
has established an Immigrant Task Force. In Chaves County, several health partners (local physicians, the County MCH
Council, local public health offices, and University of New Mexico’s Family Practice Residency Center) have a coordinated
policy to assure that all pregnant women and teens can obtain prenatal care.

Recommendations were made in all four districts. Eighteen recommendations cover a wide range of issues such as
government policies (federal and state) on immigrant access to health care, more funding for community health workers,
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greater coordination of agencies providing health care services to immigrants, and incentives for health care staff
providing services. Most of these impact all population groups; several others impact specific groups such as children,
teens, and CYSHCN.

Constraints/Barriers related to immigrants and MCH were cited in all four districts. While they covered all levels of the
health care pyramid, most constraints and barriers were concerned with enabling and infrastructure building issues. For
example, District | staff cited that lack of coordination among different parts of the health system and that immigrants are
often seen in multiple locations by several providers who do not have the complete histories or established relationships
with their immigrant clients due to various factors such as recent migration (moving within the state or moving into the
state from elsewhere), fear, and convenience of services (i.e. access issues such as location, service delivery hours, etc.).
Importantly, District |l staff cited the fact that the Federally-Qualified Health Centers were not filling the gap in service
delivery for immigrants. District Il staff cited the competing demand for health dollars between primary health care (i.e.
prevention education and services) and treatment, especially tertiary care (i.e. hospitals). District IV staff cited problems
with staff turnover, especially of those serving the immigrant population, and also the problem of co-pays and cost of
medication. Further, some providers whose financial policy requires making a profit are out-of-the-reach for many poor
immigrants.

Community Strengths and Resources, cited only in District Il, are that New Mexico has a multi-cultural heritage,

immigrants contribute to the economy, and the public health is based on social justice and a broad population-based view
of health needs.
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Table A. Program Capacity for Imnmigrants and MCH

Pyramid Level [District |Current Capacity by Activities Identified MCH
Population
Group

Direct | Villa Therese Catholic Clinic and La Familia serve immigrants. An estimated 80% of the La Familia clients arelAll

undocumented immigrants.

Direct | Ayundando Nuestros Ninos (ANN) Project provides dental and eye services in Santa Fe. Child

Direct \") County MCH provides prenatal care, high-risk prenatal care, CMS, and so forth as funded by Title V MCH. All

Direct \") Chaves County has a community pharmacy where medications are available at cost plus $4. All

Direct v Dental clinic provides services at schools. Child &
Teen

Enabling | Public Health office services do not ascertain immigration status to remove such concern at time of registration for|All

Services services (CMS, immunization, WIC, family planning).

Enabling | Sandoval County Indigent funds are being used in a different way to improve access to University Hospital. The county|All

Services uses indigent funds partly for preventive services like health education rather than spending it all on crisis

management.

Enabling | First Choice serves as an advocate and does outreach focus groups in Spanish based on community requests. Maternal

Services Infant

Enabling | District | PHD has Spanish medical terminology classes, interpreter’s class, and is hiring bilingual employees|All

Services (English/Spanish and English/Vietnamese).

Enabling | Spanish booklet “Where can immigrants go to get services.” All

Services

Enabling | Catholic Charities has short-term case management program. All

Services

Enabling | Block leaders’ project of St. Joseph’s Foundation does outreach with lay people. All

Services

Enabling | Viethamese duola program. Maternal &

Services Infant

Enabling 1l Healthier Kids Fund serves immigrant children in need. CYSHCN

Services

Enabling 1l Clinicians and public health staff are client advocates and in some cases provide case management. All

Services

Sheet C1
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Table A. Program Capacity for Imnmigrants and MCH

Pyramid Level [District |Current Capacity by Activities Identified MCH
Population
Group

Enabling 1l Santa Fe has adopted a Living Wage with a minimum of $8.50 per hour compared to $5.15 for federal/state minimum|Maternal &

Services hourly wage. To qualify for the Santa Fe Living Wage, one must have a social security number. Teen

Enabling ]l Dofia Ana County has a good outreach model to get people to services using promotoras. All

Services

Enabling ]l Dofia Ana County is the only county that allows indigent care funds to be paid for immigrants’ health care. All

Services

Enabling v County MCH provides coordination of services to assure immigrants get the best possible care and is the biggest|All

Services supporter of services to immigrants.

Enabling v Women Infants and Children (WIC) Program Maternal,

Services Infant,
Child &
Teen

Enabling v Presumptive Eligibility - Medicaid On-Site Application Assistance (PE-MOSAA) is offered in local health offices. All

Services

Enabling v County MCH tries to assure that people use emergency medicine option, i.e. Medicaid Category 85, Emergency|All

Services Medical Care for Aliens.

Enabling v In Lincoln County, County MCH is using indigent funds to support services for immigrants. All

Services

Enabling \") County MCH provides transportation to essential services for those who do not have reliable transportation in theselAll

Services largely rural counties.

Enabling v Curry County van All

Services

Enabling v Immigrants often rely on extended family for childcare, a model non-immigrants might learn from. Infant &

Services Child

Population v Mammograms are available, regardless of citizenship status, through the Breast and Cervical Cancer Grant. Maternal

Based

Services

Infrastructure || Community Coalition for Healthcare Access will be negotiating UNM to reduce their financial requirement of %2 down|All

Building payment prior to receiving services so that the undocumented can access care.

Services

Sheet C1
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Table A. Program Capacity for Imnmigrants and MCH

Pyramid Level [District |Current Capacity by Activities Identified MCH
Population
Group

Infrastructure || Grassroots organizations (community health partnerships, school parent groups, Mexican consulate) All

Building

Services

Infrastructure |ll Dream Act enables immigrants to apply for citizenship after 2 years of college. Maternal &

Building Teen

Services

Infrastructure |Il City of Santa Fe has established an Immigrant Task Force. All

Building

Services

Infrastructure |lll The Emergency Medical Treatment and Active Labor Act (EMTALA) requires any hospital, which accepts federal funds|All

Building to provide emergency treatment regardless of the patient’s ability to pay. When the uninsured seek urgent care at a

Services local hospital they may be covered under EMTALA.

Infrastructure IV In Chaves County, there is an organized & coordinated policy to assure that any woman can obtain prenatal care. This|Maternal &

Building policy is carried out by such partners as local physicians, County MCH, local health offices, and the UNM’s Family[Teen

Services Practice Residency Center.

Infrastructure IV Chaves County transportation focuses on mothers and children and what benefits the family. Maternal,

Building Infant,

Services Child &
Teen

Infrastructure IV In Lincoln County, the Community Action Committee addresses alcohol, substance abuse, and teen pregnancy alllAll

Building together. Partners are the MCH Coordinator, superintendent of schools, school nurses, school based health centers,

Services hospital, and parenting programs.

Infrastructure IV In Lincoln County, the Community Action Committee addresses alcohol, substance abuse, and teen pregnancy alllAll

Building together. Partners are the MCH Coordinator, superintendent of schools, school nurses, school based health centers,

Services hospital, and parenting programs.

Sheet C1
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Table B. Number of Program Capacity Citations for Immigrants and MCH*

zopulation Direct Enabling Population Infrastructure
roup

District | District llDistrict [District [District | District liDistrict [District |District | |District liDistrict |District
11l I\ Ul I\ il v

District | District llDistrict [District

Pregnant
Women &
Mothers 2* 1 1 1

Infants

llll‘ ‘ “H“ "I“IIIII“H“
5\\\\\\\ N x

\

N

Sheet CC1 *Numbers in cells specify the number of citations from District Needs Assessment Workshops.
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Table C. Recommendations on Immigrants and MCH

Pyramid Level |District Recommendations Cited at MCH Needs Assessment Workshops MCH
Population
Group

Direct | Redesign county indigent funds to be prevention oriented. * All

Direct | Use Category 87 — indigent fund. All

Direct 1] Prioritize needs for county indigent funds and use them effectively All

Direct 1] Make requirements for indigent funds consistent across counties. All

Direct ]] Provide high-risk care for undocumented individuals. * All

Direct \") Work to assure that county MCH grants include funding for direct services. * All

Direct \") Work to increase consistency in indigent funding from county to county since policies governing county indigent funds|All

vary; some cover immigrant health care costs; some do not. *

Enabling | Support cultural competency, and set up “language line” (a phone-up translation service). All

Services

Enabling Il Think of transportation as relevant to services. (no cost/low cost) All

Services

Enabling Il Support more attention to cultural sensitivity. (no cost/low cost) All

Services

Enabling Il Ensure flexibility of services, e.g., accept walk-ins; hold evening clinic hours; conduct group prenatal, well-child, and|All

Services chronic disease clinics. *

Enabling 1l Use word of mouth for spreading word about our services; assure safety. (no cost/low cost ) All

Services

Enabling Il Empower front line staff. (no cost/low cost) All

Services

Enabling Il Have a heart for clients. (no cost/low cost All

Services

Enabling ]l Provide funds for travel to health care & related health care services for undocumented individuals. * All

Services

Enabling i Continue county MCH funding for care coordination, and transportation * All

Services

Enabling v Increase children’s access to dental care by having volunteers bring dental van to school. Child

Services

Enabling \") Address transportation needs (Lincoln County) and the need for prenatal vitamins or starter kits (through TARGET and|Maternal &

Services Wal-Mart). Teen

Sheet R1 *Recommendations identified as “most important” are marked with an asterisk.
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Table C. Recommendations on Immigrants and MCH

Pyramid Level |District Recommendations Cited at MCH Needs Assessment Workshops MCH
Population
Group

Population Il Conduct public relations promoting public health needs of immigrants, e.g., look at relationship between immigrants|All

Based and those they work for/serve and show to emphasize their value.*

Services

Population | Create a public health TV show, like ER. (no cost/low cost) All

Based

Services

Population Il Use PSAs on radio in English and Spanish. (no cost/low cost All

Based

Services

Population \") Raise awareness of MCH successes and needs by getting public health-human interest articles in local or statewide|All

Based newspapers.

Services

Population \") Get local celebrities to speak on radio shows about topics such as folic acid and breastfeeding. Maternal &

Based Teen

Services

Infrastructure || Formulate governmental and humanitarian policies to support immigrant access to healthcare. * All

Building

Services

Infrastructure || Fund community health workers; support advocates and leaders in immigrant community; and promote pro-activelAll

Building partnering with agencies and larger programs to address immigration issues. *

Services

Infrastructure || Support infrastructure (existing projects, staff). All

Building

Services

Infrastructure || Get agencies to talk to each other. All

Building

Services

Infrastructure || Support cultural competency, and set up “language line” (a phone-up translation service). All

Building

Services

Sheet R1 *Recommendations identified as “most important” are marked with an asterisk.
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Table C. Recommendations on Immigrants and MCH

Pyramid Level |District Recommendations Cited at MCH Needs Assessment Workshops MCH
Population
Group

Infrastructure |l Use School Based Health Centers/Schools Nurses to bridge the gap (bilingual). * Teen

Building

Services

Infrastructure |ll Increase teambuilding with provider community; work on relationships. * All

Building

Services

Infrastructure |l Expand statewide Healthy Kids Fund to provide services to more people. * CYSHCN

Building

Services

Infrastructure |ll Conduct public relations/advocacy with the NM legislature on the importance of prevention. (no cost/low cost) All

Building

Services

Infrastructure |ll Educate health supervisors and legislators. (no cost/low cost) All

Building

Services

Infrastructure |li Increase inclusivity of the Children’s Cabinet. (no cost/low cost) Infant, Child

Building & Teen

Services

Infrastructure |lI Focus on no cost/low cost perks for staff morale. (no cost/low cost) All

Building

Services

Infrastructure |lI Pay extra for translation. (no cost/low cost) Maternal,

Building Male, Child

Services & Teen

Infrastructure |lll Include specialists in Federally-Qualified Health Centers. * All

Building

Services

Infrastructure |IV Use Congressional resources more. Try to get U.S. lawmakers to recognize the problem and make policies that are|All

Building positive for immigrant health and health care access. *

Services

Sheet R1 *Recommendations identified as “most important” are marked with an asterisk.
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Table C. Recommendations on Immigrants and MCH

Pyramid Level |District Recommendations Cited at MCH Needs Assessment Workshops MCH
Population
Group
Infrastructure |IV Increase partnerships with county commissioners and get them to recognize the problem and make policies that are|All
Building positive for immigrant health and health care access.
Services
Infrastructure |IV All
Buﬂqlng Use different terminology for “immigrants,” e.g., “non-Medicaid eligible,” “medically indigent” given that public funding of
Services S . o 2.
health care costs for undocumented immigrants is politically sensitive.
Infrastructure | IV All
g::ﬂg;gs Expand model of organizations such as Altrusa that “adopts” partners who volunteer (nurse practitioners, physicians,
etc.) services.
Sheet R1 *Recommendations identified as “most important” are marked with an asterisk.
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Table D. Number of Recommendations on Immigrants and MCH*

Population Dijrect Enabling Population Infrastructure
Group
District | District llDistrict [District District | District llDistrict |District |District | [District llDistrict |District |District | District llDistrict [District
1 I\ Ul I\ il v 1 I\
Pregnant
Women &
Mothers 1 1 1
Infants

“ llll‘ ‘ “H“ “H‘I“Il Il
C| ~<
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1I.B.4.2 a-d Access to and U